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PATHOLOGY OF REGIONAL ILEITIS AND ULCERATIVE COLITIS 


Shields Warren, M.D. 


Sheldon C. Sommers, M.D., Boston 


Clinically regional ileitis (cicatrizing enteritis) and 
ulcerative colitis may be sufficiently similar to make dis- 
tinguishing them difficult. Many medical students and 
physicians evidently consider that the two diseases merge 
at the ileocecal valve and that a fair proportion of patients 
suffer from both diseases. Pathologically this is not true, 
since by gross and microscopic examination it is almost 
always possible to arrive at a definite diagnosis either of 
regional ileitis or of ulcerative colitis. The morphology 
of the two conditions is as different as syphilis is from 
gonorrhea. The pathological diagnoses of regional ileitis 
or ulcerative colitis have now been made over 300 times 
from surgical specimens in the laboratory of pathology, 
New England Deaconess Hospital, and a review of the 
findings may be useful in emphasizing the morphological 
distinctions observed. 

Grossly, regional ileitis (cicatrizing enteritis) was 
restricted to the small intestine in about 85% of cases, 
and ulcerative colitis was confined to the large intestine 
in 66% of cases. In the other 15% of cases of regional 
enteritis the disease extended to the colon and was termed 
cicatrizing enterocolitis. Ulcerative colitis involved the 
ileum in 34%, producing ulcerative ileocolitis. Since the 
portions of bowel affected may overlap, it is certainly not 
possible to consider that colonic involvement excludes 
regional ileitis or that ileal disease rules out ulcerative 
colitis. 

REGIONAL ILEITIS 

Typically regional ileitis as first seen at operation or 
autopsy appears as a sharply demarcated markedly 
edematous thickening of intestine, from gray to red- 
purple in color, and with a stiff corrugated edematous 
thickening of the attached mesentery, which contains 
enlarged soft lymph nodes. The analogy to a rubber 
garden hose provides a useful mental image of involved 
intestine in which the diameter of the lumen and thick- 
ness of the wall come eventually to be about equal. Radio- 


logically, the classic “string sign” is provided by a 
narrowed barium stream in the affected lumen, reflecting 
the edema and cicatrization of intestine. Fistula forma- 
tion to body surfaces, between intestinal loops, or to 
other hollow viscera is not uncommonly associated. 
Fistulas may develop after an appendectomy performed 
in the acute stage of regional ileitis, and this operation 
is probably undesirable, since in the majority of cases 
acute ileitis appears otherwise to subside spontaneously. ' 
While regional ileitis usually affects a single intestinal 
segment in continuity, in a minority of cases, less than 
10%, there are “skip areas” of involvement in the small 
and large intestines, between which grossly unchanged 
regions of intestine are found. The tendency appears to 
be for the disease to extend upward along the intestine. 
For total extirpation at surgery, the removal of sufficient 
uninvolved intestine proximal to the gross lesion is very 
desirable, since microscopic foci of disease may exist in 
intestine not yet altered in its naked-eye appearance. 
Otherwise clinical recurrence will be more likely. It is 
now recognized that occasionally regional ileitis may 
affect the duodenum, jejunum, and distal colon with or 
without typical localization in the terminal ileum.* Gastric 
localization has not yet been convincingly proved. 
Microscopically it is now evident that the chief disease 
process in regional ileitis is a progressive granulomatous 
lymphangitis.* It affects and scleroses lacteals in the 
intestinal lamina propria immediately beneath the epithe- 
lium of intestinal glands, and similarly affects lymphatics 
in the intestinal submucosal, muscular, and subserosal 
layers (fig. 1 and 2). This obliterative lymphangitis is 
focal, with widely dilated segments of lacteals and 
lymphatics left between the sclerosed segments. The 
obliterative lymphangitis produces what is essentially an 
elephantiasis of the intestinal wall, mesentery, and 
regional lymph nodes. In its earliest stages proliferation 
and desquamation are noted among the endothelial 
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lining cells of lacteals and lymphatics, leading to the 
production of cellular masses that mechanically interfere 
with and obstruct lymph flow. Once obstruction has 
occurred, the plugged lymph vessel is further altered 
peripherally by further proliferation of mesenchymal 
cells and an infiltration by lymphoid and monocytic 
leukocytes, with formation of a tuberculoid granuloma. 
These tubercles may contain giant cells, usually of for- 
eign body type, and they simulate tuberculosis suffi- 





Fig. 1—A granuloma of regional enteritis in the lamina propria just 
beneath the intact ileal mucosa. This is the initial stage of involvement of 
the intestinal wall (* 150, hematoxylin and eosin). 


ciently well to have caused regional ileitis to be 
considered “hyperplastic tuberculosis of ileum” for many 
years. However, caseous necrosis and acid-fact bacilli 
are not observed in regional ileitis. The granulomas in- 
clude giant cells that contain granules reacting to Sudan 
stains for fat. Later the granulomatous tubercles of 
regional ileitis sclerose and hyalinize, but they do not 
tend to resolve and the normal lymphatic drainage is 
usually not reestablished. 

In the intestinal wall the prominent edematous and 
later cicatrizing appearances brought about by this 
granulomatous lymphangitis lead to variable mucosal 
ulcerations. One way in which ulcers are formed is 
through interference with the blood supply. Al! medium- 
sized arteries are surrounded by lymphatic spaces, and 
inflammatory obstruction and granuloma formation in 
periarterial lymphatics produce increased external pres- 
sure with narrowing or occlusion of arterial lumens, Also, 
perineural lymphatic involvement predisposes to nerve 
dysfunction, affecting local peristalsis. 

Gross ulceration is not a uniform characteristic of 
regional ileitis. The intestinal mucosa as a rule appears 
reddened, swollen, and cobbled. The ulcers present may 
be concealed by overhanging edematous mucosa, often 
lie longitudinally along the side of mesenteric attachment, 
or may have a reticulated pattern. Once formed, sec- 





4. Rappaport, H.; Burgoyne, F. H., and Smetana, H. F.: Pathology of 
Regional Enteritis, Mil. Surgeon 109: 463 (Oct.) 1951. 

5. Crohn, B. B.; Ginzburg, L., and Oppenheimer, G. D.: Regional 
lleitis: Pathologic and Clinical Entity, J. A. M. A. 99: 1323 (Oct. 15) 
1932. 





J.A.M.A., Jan. 16, 1954 


ondary to changes in the intestinal wall as already 
described, ulcers inevitably become infected with enteric 
bacteria. Due to the abnormal environment of edematous 
cicatrization, these secondary ulcerations tend to per- 
sist, with undermining and formation of fistulous tracts 
or intramural abscesses.‘ The fistulization process pro- 
gresses slowly, and perforation with peritonitis is very 
unusual, although intestinal adhesions and abscesses are 
frequently formed. 

Microscopically, ulcer formation in regional ileitis is 
at first attended by an exudation predominantly of 
macrophages and eosinophils. This is also the type of 
leukocyte reaction characteristic of the few instances of 
acute regional ileitis studied pathologically. Later, with 
secondary infection, the leukocytic reaction is that of any 
banal acute or chronic inflammation. 

The process of sclerosing granulomatous lymphangitis 
considered to be responsibile for regional ileitis is also 
found in the mesenteric lymphatics and regional lymph 
node sinusoids. On the mesenteric surfaces the tiny white 
granular nodules may be visible grossly. In regional lymph 
nodes tuberculoid granulomas (fig. 3) are also observed 
in from half to about three-quarters of cases, depending 
upon how diligently the lymph nodes are collected and 
examined. 

Regional ileitis, although disabling, is not the cause of 
death often enough to allow the collection of much 
necropsy data. In those few cases studied at autopsy, 
beyond the involvement of intestine, mesentery and 
mesenteric lymph nodes, no related pathological lesions 
have been found except occasional similar granulomas 
in the liver. 

It appears that regional ileitis is a pathological entity, 
as first pointed out by Crohn, Ginzburg, and Oppen- 
heimer ° over 20 years ago. Although regional ileitis is 





Fig. 2.—Typical granulomatous lymphangitis and perilymphangitis in 
the submucosa, intermuscular septa, and subserosa of ileum in regional 
ileitis (>< 20, hematoxylin and eosin). 


characterized by the formation of tuberculoid granu- 

lomas, it does not appear pathologically or clinically to 

merge with tuberculosis, sarcoidosis, Strongyloides infes- 
tation, or nonspecific ulcerative colitis. 
ULCERATIVE COLITIS 

Ulcerative colitis may have a specific cause, such as 


amebiasis, bacillary dysentery, lymphopathia venereum, 
mercury poisoning, uremia, or vitamin deficiency. When 
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such conditions have been eliminated, many cases remain 
vith nonspecific cause. In one-third of such cases the 
process also involves the ileum, where it should not be 
-onfused with regional ileitis. 

Grossly in the pathology laboratory it may be difficult 
io see any external abnormality in a resected specimen 
of ulcerative colitis. At operation an abnormal redness 
and spasticity of the colon may be present. The exagger- 
ated spasm of colonic muscle leads to a loss of the normal 





Fig. 3.—Lympih node from the mesentery in regional ileitis, demon- 
Strating several granulomas, one with a giant cell (* 150, eosin methylene 
blue). 


haustrations. It partially accounts for the x-ray picture 
of a uniformly smooth lumen after barium enema, the 
so-called “lead pipe” colon of ulcerative colitis. From 
measurements of resected colons, it is also evident that 
scarring has contracted the colon’s length by about one- 
third and contributed to the straightening and smoothing 
seen in ulcerative colitis on roentgenograms. 

The most striking change in nonspecific ulcerative 
colitis involves the mucosal surface. The entire lining is 
often altered by diffuse severe processes of ulceration, 
inflammation, and congestion. Linear longitudinal ulcers 
extend along or between the tenial muscle landmarks, 
with cross-connecting ulcerated gutterings that together 
form a network. The mucosa between ulcerations is 
bright red or red-purple, with variable edematous swell- 
ings that may at times overhang and conceal the extensive 
ulcers. Sometimes the mucosa is denuded except for a 
few elevated persistent patches of residual epithelium, or 
elongated tags of inflamed mucosa may hang free except 
for narrow pedicles, forming pseudopolyps. If pseudo- 
polyps remain attached at both ends, so-called mucosal 
bridges are produced, beneath and over which the ab- 
normal fecal stream flows. 

Ulcerative colitis tends to be a diffuse process without 
sharp discontinuities. Statistically in the material col- 
lected it involved the transverse, descending, and sigmoid 
colon in 80% or more of cases. The cecum, ascending 
colon, and rectum were diseased in from 60 to 75%. UI- 
cerative colitis restricted to the right side and with the 
unfortunate name of regional colitis was rare (1.7% ).° 


ILEITIS AND COLITIS—WARREN AND SOMMERS 












191 





Microscopically, as grossly, the damage in nonspecific 
ulcerative colitis is severe but surprisingly superficial, 
being mainly restricted to the colonic mucosa and sub- 
mucosa in most cases. This is unlike regional ileitis, 
it will be recalled, where the entire intestinal wall, 
regional lymph nodes, and mesentery are characteristi- 
cally involved. 

In about half of the ulcerative colitis cases studied, 
pathologically it has not been possible to find indications 
of the type of lesion originally responsible for ulceration. 
These indeterminate colitis specimens generally show 
only shallow mucosal ulcerations surrounded by acute 
and chronic inflammation, regeneration of mucous mem- 
brane, fibrosis and fatty infiltration of submucosa, and 
hypertrophy of the colonic muscular tissue, including the 
muscularis mucosae. In such cases examinations are 
usually made rather late in the disease and the process 
may be inactive. The inflammatory process is exudative 
and reparative, without any granulomatous tendencies, 
which is true of nonspecific ulcerative colitis as a whole. 





Fig. 4.—A mucosal crypt abscess, beginning to rupture into the colonic 
submucosa at its base. This is the earliest pathological lesion found in 
the commoner determinate variety of nonspecific ulcerative colitis ( 100, 
hematoxylin and eosin), 


In another 40% of all nonspecific ulcerative colitis 
cases in which the evolution of the disease can be traced, 
an unusual primary localization of exudative inflamma- 
tion is observed. The lesions begin with the collection of 
polymorphonuclear leukocytes in the bases of some of 
the colonic mucosal glands. Here in the mucosal crypts 
no epithelial abnormalities are found, and it appears that 
some characteristic of the mucus produced has attracted 
the leukocytes immediately after its secretion. However 





6. Warren, S., and Sommers, S. C.: Pathogenesis of Ulcerative Colitis, 
Am. J. Path. 25: 657 (July) 1945. 








192 ILEITIS AND COLITIS—WARREN AND SOMMERS 


they may be attracted, polymorphonuclear leukocytes in 
any case crowd and distend a mucosal crypt until an 
abscess is formed within. The crypt abscess when it rup- 
tures breaks at the base of the involved crypt, and the pus 
is discharged into the subjacent submucosa (fig. 4). 
Crops of crypt abscesses occur together, and their rup- 
tures allow pus to dissect along and to separate portions 
of the mucosa from its blood supply, with resulting 
sloughing and ulcer formation. The microscopic altera- 


i Bi, Vee: 
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Fig. 5.—Vasculitis and thrombosis in a submucosal artery of colon, 
often associated with infarctive necrosis of almost the full thickness of 
colonic wall. Such localized vascular disease characterizes the less common 
more frequently fatal type of nonspecific ulcerative colitis (x 100, phloxine 
methylene blue). 


tions in developing crypt abscesses correspond closely 
to the gross sequences observed through the sigmoido- 
scope. 

Aside from inflammation and fibrosis in the adjacent 
submucosa and attempted regeneration by the uninvolved 
mucosa, there are ro other important changes in the 
colonic wall. If one focuses only upon the muscularis 
and subserosal layers of a typical crypt abscess colitis 
specimen, it may be difficult to be certain of any abnor- 
mality. When ulcerative colitis involves the ileum, there 
is an associated lymphangitis, as occurs with inflamma- 
tions elsewhere, but no granulomas are formed. 

The regional lymph nodes in ulcerative colitis become 
hyperplastic and inflamed, but without any unusual 
changes. In cases of longer duration the protracted in- 
flammation is followed by a fibrous thickening of the 
capsules of the regional lymph nodes. This is not specific, 
but it is a common finding with nonspecific ulcerative 
colitis, which, for instance, does not occur in regional 
ileitis. 

In the remaining 10% of cases the nonspecific ulcera- 
tive colitis has been clinically severer and not infre- 
quently lethal after relatively short periods of time, 





7. Bargen, J. A.: Modern Management of Colitis, Springfield, III, 
Charles C Thomas Publisher, 1943. 

8. Shands, W. C.; Dockerty, M. B., and Bargen, J. A.: Adenocarcinoma 
of the Large Intestine Associated with Chronic Ulcerative Colitis, Surg., 
Gynec. & Obst. 94: 302 (March) 1952. 
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corresponding to the clinical condition called colitis 
gravis. Pathologically the gross ulcers in these cases tend 
to be larger, deeper, and more irregular. Microscopically 
the basis of these ulcerations is found to be an inflamma- 
tory necrosis of blood vessel walls, affecting arteries, 
veins or both, leading to vascular occlusions with infarc- 
tion of a part or all of the adjacent colon (fig. 5). The 
blood vessel lesions resemble those in periarteritis 
nodosa, thromboangiitis obliterans, and related condi- 
tions. The combination of focal vascular disease with 
ulcerative colitis has been termed vasculitis colitis. About 
two-thirds of this group were included among the cases 
in which autopsies were done, indicating a higher mor- 
tality compared to crypt abscess colitis, in which a quarter 
of the cases were observed at autopsy, and indeterminate 
colitis, a third of which were observed at autopsy." 

In about 1% of pathologically studied instances, the 
same patient suffers from both regional ileitis and ulcera- 
tive colitis. Other conditions such as cholelithiasis, dia- 
betes mellitus, or peptic ulcer also may be present. Such 
findings at present are best regarded as coincidental. 

Nonspecific ulcerative colitis of any type is not un- 
commonly fatal. About 40% of the deaths have been due 
to perforation of the colon with peritonitis (fig. 6), and 
the other fatalities to a variety of toxic, infectious, or 
degenerative complications. In life ulcerative colitis is in- 
termittently attended by numerous abnormalities in other 
body systems, such as arthritis, dermatitis, nephritis, 
thrombophlebitis, toxic hepatitis, and neuropsychiatric 
problems. Cancer of the colon may develop either from 
preexisting adenomatous mucosal polyps or from foci of 
regenerative epithelial hyperplasia, and this complication 
is an important practical problem clinically.* Pseudo- 
polyps are by their nature not disposed to cancer 
formation. 





Fig. 6.—Multiple gross perforations of the sigmoid colon associated 
with a fulminating ulcerative colitis of short duration. Death was due 
to peritonitis. Vasculitis lesions were present. 


COMMENT 
The involvement of many organs and a study of the 
tissues from autopsies indicate that nonspecific ulcerative 
colitis is probably a disease of the whole body, with its 
most striking manifestation in the colon. This contrasts 
with regional ileitis, in which only intestine, mesentery, 
lymph nodes, and liver appear to be involved. 
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The causes of both regional ileitis and ulcerative colitis 
are unknown as yet. Extensive attempts to uncover in- 
fectious agents have generally failed to provide any con- 
vincing evidence. The various bacteria claimed to cause 
ulcerative colitis are now generally considered as sec- 
ondary invaders. While both regional ileitis and ulcerative 
colitis may follow bacillary dysentery,” this is not re- 
garded as necessarily representing cause and effect. 

The histopathology of regional ileitis would suggest 
a reaction to irritative lipid substances. It appears pos- 
sibly to represent a by-product of some biochemical 
abnormality of lipid absorption in the intestine. A better 
understanding must await further knowledge of the mech- 
anisms of lipid transport from the intestinal lumen to 
liver and elsewhere. 

Ulcerative colitis may also be a disease of enzymatic 
causation. Lysozyme cannot be held responsible, since 
its préperties and the source in polymorphonuclear 
leukocytes argue convincingly that it is a concomitant 
of active inflammation, and not the cause.'’ While ulcera- 
tive colitis shares some properties and attributes of the 
so-called “collagen diseases,” the analogy is not particu- 
larly close in most instances. It has not been possible by 
histochemical means to observe any characteristic de- 
ficiency in the mucosal basement membranes, an observa- 
tion others have thought implicated crypt abscess colitis 
as a “collagen disease.”"' 

An over-production of active proteolytic enzymes, 
apparently secreted or excreted into the large intestine, 
has been demonstrated in a few cases. These enzymes 
have strong mucolytic activity and may be tentatively 
considered mucinases. Considerable further purification 
and characterization of the enzymes found in nonspecific 
ulcerative colitis stools is required. In an impure state 
they have been found to produce interesting changes in 
skin in vitro, simulating pemphigus or psoriasis. '” 

Abnormal mental states are so common in nonspecific 
ulcerative colitis that they seem occasionally to predis- 
pose to its activation. It may be of interest that persons 
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in disturbed emoticnal situations are known to activate 
proteolytic enzymes in the blood." Thus emotion, enzyme 
imbalance, and disease production can be linked in 
human beings, although not yet in ulcerative colitis. 
SUMMARY 

The salient gross and microscopic pathological 
changes useful in the diagnosis and differentiation of re- 
gional ileitis and nonspecific ulcerative colitis are reviewed 
The two conditions are morphologically distinguishable, 
and they rarely coexist. In regional ileitis through a 
progressive sclerosing granulomatous lymphangitis, an 
edematous elephantiasic cicatrization of the entire in- 
testinal wall, mesentery, and regional lymph nodes is 
produced. Ulcerative colitis is generally an exudative in- 
flammatory condition mostly restricted in the colon to 
the mucosa and submucosa. It may be of indeterminate 
origin, Or may arise by the submucosal coalescence of 
mucosal crypt abscesses or after intestinal infarction 
caused by necrotizing vasculitis. The involvement of 
many body systems suggests that ulcerative colitis may 
be a disease of the whole body. The etiological influences 
of disturbed lipid absorption metabolism in regional ile- 
itis and proteolysis in ulcerative colitis are suggested as 
worthy of further investigation. 

194 Pilgrim Rd. (Dr. Warren). 
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PARADOX OF BRONCHIECTASIS 


Richard H. Overholt, M.D., Francis M. Woods, M.D. 


Sherman W. Atwell, Boston 


Septic bronchiectasis in its commonest development 
is another penalty imposed on modern man for his evolu- 
tionary assumption of an erect posture. The normal 
bronchus prevents the accumulation of secretions by 
ciliary action and peristalsis. Loss of these excretory 
actions in dependent bronchi results in the collection and 
concentration of secretions, thus providing a perfect 
environment for the culture of bacilli. Such a mechanical 
factor can explain a seeming paradox of bronchiectasis: 
widespread ectasia of bronchi ascendant from the hilum 
may produce few symptoms, whereas, in a different pa- 
tient, involvement of a small dependent subsegment may 
produce such symptoms as toxicity, hemoptysis, harass- 
ing cough, and production of purulent sputum. 





ETIOLOGY 

There is little proved knowledge of the pathogenesis 
of bronchiectasis. Mallory ' lists five potential etiological 
factors: chronic bronchial infection; congenital abnor- 
malities of the bronchial tree; bronchostenosis; pneumo- 
nitis, or its sequel, pulmonary fibrosis; and pulmonary 
atelectasis. Anspach * has presented convincing evidence 
that atelectasis, in humans, precedes bronchiectasis. 
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Tannenberg and Pinner * report that atelectasis induced 
in rabbits is not automatically followed by bronchiectasis. 
In these two counterarguments, posture might be the 
differentiating factor. Many case histories point to 
pertussis Or pneumonia accompanying measles as pre- 








Fig. 1.—Inspissated material found in dependent bronchi. No _tussic 
force can be applied behind such a mass, but bacillary culture may eventu- 
ally liquefy the medium so that its expulsion becomes possible. Collections 
such as this are rarely, if ever, found in ascendant bronchi. 


cursors of bronchiectasis. Atelectasis could easily be 
produced by mucous plug or lymph-node enlargement, 
and the interstitial infection associated with these child- 
hood diseases could potentially damage the cilia and 
smooth muscle of the bronchus. 


DIAGNOSIS AND TREATMENT 

The most important step in the recognition of bronchi- 
ectasis is bronchography. This roentgenographic mapping 
of the bronchial tree with opaque medium is best done 
in the side position with adequate tipping of table and 
patient so that every bronchial orifice may be covered 
with a sufficient amount of medium for gravitational fill- 
ing. Even done properly, there are too many variable 
factors for it to be an undisputed method of diagnosis. 
The presence of spasm or secretions, poor patient coop- 
eration, and technical errors in anesthesia, oil adminis- 
tration, gravitational angulation or roentgenography may 
create misleading evidence. Also, especially in cases of 
long-standing asthma, there may be nonexcreting bronchi 
that show a purulent threat but in which there is no 
dilation. Etymologically, this condition must be called 
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septic bronchitis, but the hazard is even more grave than 
that of septic bronchiectasis. Consequently, the interpre- 
tation of bronchograms can include demonstration of 
bronchial abnormality, but cannot always exclude its 
possible presence. The interpretation should be corre- 
lated with all the other significant material, and an objec- 
tive evaluation should be made of the entire evidence. 
The patient’s recognition of the location by pain, gravita- 
tional distress in turning from side to side, or his impres- 
sion of source of bleeding must be recorded. The presence 
of rales or wheeze and any roentgenographic evidence 
of recurrerit pneumonitis are added. Bronchoscopic 
examination may indicate from which side bleeding or 
excretion of purulent secretions may originate. If the 
severity of the symptoms warrants surgery, exploratory 
thoracotomy should be performed. At the time of opera- 
tion any abnormality can be more closely mapped by 
palpation and demonstration of irregularities in aeration. 

Although excision of the infected foci is the only cure 
for septic bronchiectasis, Alexander * points out several 
contraindications aside from those persons who will not 
submit to surgery: excisional therapy should be withheld 
from those with concurrent disease, limited pulmonary 
reserve because of associated emphysema, limited cardio- 
vascular reserve, and too much or too little bronchial 
involvement. It must be remembered, however, that even 
a small focus of irreversible septic bronchiectasis may 
constitute a far greater threat to life than excision. Re- 
peated sterilizations by antibiotics cannot alter the struc- 





Fig. 2.—A, ectasia distal to an occluding carcinoma. B, ectasia distal 


to a block by foreign object. 


tural incubators, but continued antibiotic therapy may 
eventually provoke attacks by fungi or more virulent 
strains of bacilli. 

In extensive cases with severe symptoms, careful 
functional studies should be performed before the pa- 
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tients are denied surgery. Many will be found with 
sufficient reserve to tolerate operation. Whenever pos- 
sible, the surgical program should be planned on a seg- 
mental basis to preserve functioning tissue. In bilateral 
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Fig. 3.—This septic focus, limited to a single bronchus, was sufficient 
¢o cause harassing symptoms of cough and production of purulent sputum. 








Fig. 5.—Bronchogram of a patient who had a 12 year history of asthma 
complicated by abnormal cough, hemoptysis, and production of purulent 
sputum. Although the bronchogram shows no dilation of bronchi, the 
bronchoscopic and clinical evidence implicated the dependent segments 
of the right lung. Surgical excision of these segments was the means of 
restoring this patient to complete, asymptomatic health. 
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cases, extirpation of the septic foci from the more in- 
volved side often will so alleviate symptoms that opera- 
tion on the contralateral lung may be deferred. For those 
patients in whom only a palliative operation can be per- 
formed and for those in whom it is contraindicated, 


Badger ® recommends a schedule of routine postural 
drainage and antibiotics when indicated. Denial of irri- 
tants, such as tobacco, is helpful. 


SUMMARY AND CONCLUSIONS 

Modern man’s erect position is one of the prime factors 
in the establishment and maintenance of the sepsis of 
bronchiectasis. Atelectasis, especially when accompanied 
with interstitial involvement of the bronchial wall, may 
interfere permanently with the normal peristaltic and 
ciliary functions of excretion. Lack of excretory function 
in dependent bronchi must result in a reservoir that will 
collect and concentrate secretions. When such concen- 
trated secretions become viscid, they often deny expul- 
sion until the culture of bacilli liquefies the medium. 








Fig. 4.—Appearance of severe septic bronchiectasis. A, left anterior 
Oblique projection, with chronic pneumonitis, showing sacculation after 
injection of opaque media. B, surgical specimen (enlarged). 


During such periods of culture, each incubator represents 
a dangerous focus of infection maintained within the 
body. The only cure of septic bronchiectasis is excision. 
When surgery is absolutely contraindicated, postural 
drainage, respite from irritants, and intelligently applied 
antibiotics may palliate the disease. 

Bronchiectasis is a disease that presents several para- 
doxes. Widespread bronchial ectasia in one patient may 
produce few symptoms, whereas, conversely, another 
may have a limited septic focus (occasionally without 
demonstrable dilation) that causes crippling symptoms. 
Although there are several tests for the determination 
of the existence and extent of this disease, none are 
absolute, and decisions as to therapy must be the result 
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of objective evaluation of all evidence. The majority of 
patients with septic bronchiectasis present no great prob- 
lem in diagnosis and treatment. In evaluation of the com- 
mon case, usually there is well-defined roentgenographic 
evidence substantiated by the presence of strong clinical 
signs. There is, however, a smaller but significant group 
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of patients with long-standing and distressing symptoms 
of pulmonary sepsis, but in whom the diagnostic evidence 
both visual and clinical, is inconclusive or misleading 
The obligation to help these unfortunate persons presents 
a real therapeutic challenge to the medical profession. 


1101 Beacon St. (46) (Dr. Overholt). 








SURGICAL 


The principles of the surgical management of lung 
tumors discovered in chest surveys are identical to those 
used for patients seeking medical attention because the 
disease causes symptoms. Abolition of the tumor before 
it reaches an inoperable state offers the only hope of cure 
or reasonable palliation. In a discussion of benign and 
malignant tumors discovered in x-ray surveys, one is 
probably expected to assume that these lesions have 
caused no symptoms. It should be recorded, however, 
that careful interrogation will sometimes reveal that the 
visit to the survey unit was stimulated by a worrisome 
cough. Interpreters of miniature films hold an inenviable 
position. Economy predicts speed, and since the x-rays 
are made primarily for the detection of tuberculosis, the 
lung apexes receive the most careful attention. It would 
be unreasonable to expect even the most skilled persons 
to approach perfection in interpretation of miniature 
films under the necessary conditions. 

Guiss ' found that in the mass roentgen survey of 
Los Angeles County, involving 1,867,201 patients, those 
with suspected tumors numbered 1.9 per 1,000 persons. 
Overholt and Woods * studied the results of a survey in- 
volving 7,892 persons. In 67 patients of this group who 
had exploratory operations for suspected tumors, 39, or 
60% , had malignant lesions. It is of greater significance 
that in these patients who had asymptomatic tumors that 
were promptly explored, all lesions were amenable to 
operation and 70% had no evidence of lymphatic ex- 
tension. These and other similar data prove the tremen- 
dous value of mass chest surveys in the detection of pul- 
monary neoplasms. The unobtainable figure of how many 
early cases that might have been obvious on standard 
size roentgenograms are missed on miniature films is an 
important consideration. Accurate detection of cancer of 
the lungs requires, ideally, full-sized, personalized roent- 
genograms twice a year. 


INTERPRETATION OF X-RAY SHADOWS 

There is only one reliable method to differentiate be- 
nign and malignant lung lesions, namely, microscopic 
examination of the tissue. Attempts to categorize the 
type of tumor on roentgen examination is neither reason- 
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able nor desirable. The essential information is that there 
is an unexplained shadow in the lung fields that may be 
a tumor of any sort. In the patient with an asympto- 
matic lung tumor, the problem, therefore, resolves itself 
to the interpretation of x-ray shadows. These present 
different problems in differential diagnosis, depending 
upon their nature and location. There is no established 
roentgen pattern for lung tumors. Problems presented 
in chest surveys, however, may be grouped as follows: 
(1) coin shadows, (2) hilar enlargements, (3) atelectasis, 
and (4) a roentgen shadow that suggests pneumonia. 

Coin Shadows.—Coin shadows in the lungs will usu- 
ally represent either a tuberculoma or a lung neoplasm. 
The possibility of metastatic lesions, however, must al- 
ways be considered. The age of the patient will have some 
bearing on the prediction of the nature of the lesion. In 
patients 40 years old or younger, coin shadow is more apt 
to represent a tuberculoma. In patients over the age of 
40, the incidence of neoplasms increases steadily. The 
presence or absence of calcium in the coin shadow helps 
in differentiating tuberculoma and tumor. The warning 
should be recorded, however, that, in a small percentage 
of lung neoplasms, hemorrhage with calcification or cal- 
cium deposits superimposed about the lesion may be mis- 
leading. Calcification, therefore, should not be considered 
completely diagnostic unless a pattern of laminated rings 
of calcium furnishes a typical picture of tuberculoma. 

Tuberculomas are more apt to be situated near a pleu- 
ral surface, either on the periphery of the lung or adjacent 
to an interlobar fissure. The location is suggestive, but 
it is not conclusive evidence concerning the nature of the 
mass. In the final analysis, there is only one reliable way 
to be certain of the nature of coin shadows that produce 
no symptoms, namely, excision and microscopic study of 
the tissue. Bronchoscopy rarely will be successful in es- 
tablishing the diagnosis, and bronchial secretions, if nega- 
tive, may be misleading. 

Adenomas, xanthomas, and other less common lung 
tumors may have a clear-cut coin type of shadow on the 
roentgenogram. Speculation concerning the nature of 
the lesion is interesting but academic. Thoracotomy and 
excision and biopsy of the tissue are absolutely necessary 
in every case unless the lesion is clearly a well-developed 
calcified tuberculoma or the patient’s general condition 
precludes exploration. The amount of lung tissue excised 
with the solitary coin lesion can only be determined after 
the diagnosis is established. Most surgeons use an initial 
wedge resection including a margin of healthy lung tissue 
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o obtain material for biopsy. If the lesion is a solid tuber- 
uloma without necrosis, this may be all that is necessary. 
fuberculomas showing necrosis may require wider re- 
section in the form of a lobectomy or segmental resection. 

It is fallacious to predicate the necessity of exploratory 
horacotomy on the size of the lesion seen in a roentgeno- 





Fig. 1.—A, increased left hilar shadow of a 50-year-old man with a 
complaint of chronic cough and a questionable history of blood-stained 
sputum. Exploratory thoracotomy revealed enlarged hyperplastic lymph 
nodes. B, increased left hilar shadow of a 54-year-old man with a com- 
plaint of chronic cough. Exploratory thoracotomy revealed bronchogenic 
carcinoma, 


gram. Arbitrary limitations of 1 or 1.5 cm. demanding 
attention should be discarded. Any persistent, unex- 
plained lesion deserves immediate and aggressive investi- 
gation. If the tumor is a carcinoma that appears to be 
small and localized in a lobe, there might be some dif- 
ference of opinion concerning the choice of lobectomy or 
total pneumonectomy. The consensus, however, is that 
unless the patient’s general state of health precludes total 
lung resection it is the desirable operation. In cases in 
which the lesion is a bronchial adenoma, there is a sharp 
difference of opinion concerning the choice between 
lobectomy and total pneumonectomy. Advocates for the 
more radical procedure point out that adenomas can 
metastasize and that, in fact, they are malignant tumors. 
Surgeons who choose lobectomy for adenomas that ap- 
pear to be confined to a lobe consider these lesions to be 
of low grade malignancy and believe the severer conse- 
quences of total pneumonectomy unnecessary to control 





Fig. 2.—A, coin-type lesion discovered in an x-ray survey. The disease 
caused no symptoms and remained static for 18 months. There were 
metastases to pleura and rapid growth of the carcinoma two years after 
discovery. The patient died without exploration. B, lesion in the right 
upper lobe discovered six years before. The size of the shadow had 
increased slightly. The lesion was resected, but the patient died one year 
later of generalized metastases. 


the disease. The test of time and proper selection of cases 
are involved in finally answering this question. 

Hilar Shadows.—An enlarged hilar shadow detected 
in chest surveys may present problems that eventually re- 
quire surgical exploration (fig. 1). This is particularly 
true if earlier roentgenograms are not available for com- 
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parison. In this connection, however, it is important to 
emphasize the indolence of some bronchogenic carcino- 
mas. A coin shadow, an atelectatic shadow, or a hilar 
shadow may be present for many weeks or even years 
with no apparent change and later be demonstrated to 
be a lung cancer. It is becoming increasingly apparent, 
therefore, that the establishment of the presence of a le- 
sion of the lung for extended periods of time will not 
necessarily rule out bronchogenic carcinoma (fig. 2). 
Suspicious shadows at the hilum of the lung may be the 
result of enlarged mediastinal lymph nodes from tuber- 
culosis, sarcoid disease, or inflammation of any type. 
Prominent blood vessels, usually the pulmonary artery, 
may mock neoplasms. In some instances, visualization of 
the blood vessels at the pulmonary hilum by angiocardi- 
ography will establish the diagnosis. Bronchoscopic find- 
ings are more apt to be positive in tumors producing the 
hilar type of shadow. Sometimes biopsy of the fat pad 
over the anterior scalenus muscle may reveal lymph 





Fig. 3.—Atelectasis of the left lower lobe caused by lung cancer. This 
is a difficult lesion to detect on a miniature frontal projection. 


nodes which contain metastatic tissue that will establish 
the true nature of the lesion. If, however, a satisfactory 
solution is not possible by thes: methods, exploratory 
thoracotomy should be recommended. 

Shadows of Atelectasis.—Atelectasis of the entire lung 
or a lobe will usually produce symptoms and sometimes 
give fair warning of the presence of a tumor. This, how- 
ever, is not always the case. Segmental atelectasis is often 
silent, producing no symptoms and remaining uniden- 
tified until the disease progresses. Atelectasis of long 
duration or the creation of a ball valve effect in the bron- 
chus by the lesion may result in marked emphysema of 
a lobe or lobes. This can be misleading and focus atten- 
tion on the emphysema instead of its real cause, the can- 
cer. The atelectasis of tuberculosis may mock carcinoma. 
Almost always, however, proper sputum examinations 
will reveal the presence of tubercle bacilli. Failure of 
lobar or segmental atelectasis to clear in cases of tuber- 
culosis in which adequate antibiotic therapy has been 
instituted suggests the possibility that both carcinoma 
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and tuberculosis are present. This is particularly true in 
the older age group patients. 

Bronchiectasis and lung abscess may produce atelecta- 
sis that can be confused with neoplasms. Usually, how- 
ever, these diseases have clinical manifestations that are 
suggestive and are not a prominent problem in cases con- 
sidered because of findings on chest surveys. Lobar or 






























Fig. 4.—Roentgenogram of a patient treated for seven months with 
various antibiotics for pneumonia. Exploration revealed bronchogenic 
carcinoma. 


segmental atelectasis in a retrocardiac position, particu- 
larly on the left, is difficult or impossible to detect on a 
single frontal projection. If minature roentgenograms are 
used, it is safe to predict that a great percentage of these 
lesions cannot be visualized or suspected. Both frontal 
and lateral projections on full-sized chest roentgenograms 





J.A.M.A., Jan. 16, 1954 


must be employed to demonstrate satisfactorily these 
lesions (fig. 3). In cases in which the entire lung or the 
lower lobes are atelectatic, bronchoscopy will often es- 
tablish the presence or absence of a tumor. Lesions of 
the upper lobe are more difficult to visualize. Actually, 
the same principles apply to this group as the others; 
namely, after tuberculosis is ruled out, the diagnosis is 
lung tumor and exploration of the chest is mandatory. 

Pneumonia-like Shadows.—The tendency of lung can- 
cer to mock viral pneumonia is one of the most important 
single factors in delay of proper treatment. The pneu- 
monia-like roentgenogram, plus low grade fever, are 
often the precursors of a long, varied, and ill-advised pe- 
riod of antibiotic therapy. More often than not in these 
cases there are associated clinical manifestations of dis- 
ease, and this particular problem is not important in the 
management of asymptomatic tumor suspects (fig. 4) 
SUMMARY AND CONCLUSIONS 

Chest surveys for tuberculosis have resulted in the de- 
tection of a significant number of lung tumors through- 
out the United States. The use of miniature films and the 
speed of interpretation necessary to conduct these sur- 
veys are, however, handicaps in establishing the presence 
of early lung tumors. Biannual, full-sized roentgenograms 
of the chest, in both frontal and lateral projections, offer 
the best method for early detection of lung neoplasms. 
There is increasing evidence that not infrequently lung 
tumors remain indolent for months or even years. It 
should be emphasized, therefore, that a stationary, silent 
lesion that does not change in configuration during a pe- 
riod of observation does not rule out cancer of the lung 
It is imperative to establish the exact nature by tissue 
diagnosis of every visible lung lesion. If other methods 
fail, exploratory thoracotomy should be recommended 
without hesitation. 
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The purpose of this paper is to present a plan of man- 
agement of kidney injuries that has been evolved from 
our experiences in civilian urologic practice. From an 
analysis of 66 cases and a review of articles in the recent 
literature, certain observations seem warranted. 

When confronted with a patient who may have sus- 
tained trauma to the kidney, the initial problem is to 
determine whether the kidney actually has been injured. 
Significant pain or tenderness in the renal area, gross 
hematuria, and/or a mass in the flank constitute pre- 
sumptive evidence of kidney involvement, and if present 
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it then becomes the duty of the physician to determine 
the extent of the injury. Once this has been ascertained, 
logical treatment may be started. Of paramount impor- 
tance is knowledge of the status of the other kidney. It 
should be remembered that concomitant damage to other 
viscera, such as the liver, bowel, or spleen, as well as to 
the thorax, head, and extremities, may complicate the 
picture. In fact, these accompanying lesions may exceed 
in their immediate importance the damage to the kidney 
and may necessitate temporary deferment of urologic 
investigation, which should, however, be carried out as 
soon as practicable. 


CAUSES AND TYPES OF RENAL INJURY 
Although the anatomic position of the kidney affords 

it a certain degree of protection, the organ is by no means 
immune to injury in the form of external violence from 
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alls and direct blows or from penetrating injuries, such 
s stab and bullet wounds. The occurrence of consider- 
ble damage from minor trauma to a kidney that is the 
eat of a preexisting disease process must also be borne 
n mind. 

Obviously the nature and extent of the trauma largely 
letermine the actual damage to the kidney. We utilize 
| simple clinical classification of renal injuries (after 
Sargent and Marquardt‘) that divides them into three 
najor groups. Group 1 consists of a simple contusion of 
he kidney, with or without minor parenchymal fracture. 
The clinical picture is that of pain of variable severity 
issociated with gross hematuria of brief duration and 
essentially normal roentgen findings. In group 2, the 
pathological lesion is a major parenchymal fracture, 
often with rupture of the true capsule of the kidney and 
extravasation of blood and urine into the perirenal tis- 
sues. Patients with such lesions demonstrate localized 
pain and spasm, gross bleeding of variable duration, and 
frequently a mass, and, on urographic study, evidence 
of the parenchymal fracture and perirenal hematoma is 
seen. In group 3, the kidney is shattered. Roentgen 
studies show gross disruption of the normal architecture 
and particularly loss of recognizable pelvic structure. 





Shattered 
Kidney 


Minor 
Fracture 


Major 
Fracture 


Fig. 1.—Diagram showing three types of kidney injuries. 


The clinical picture here is similar to that in group 2, 
except that the signs and symptoms of severe blood loss 
are more marked. 

These types of damage are shown diagrammatically in 
figure 1. As will be brought out later, both excretory 
urograms and retrograde pyelograms may well be neces- 
sary to classify accurately the injury in any given case. 


DIAGNOSIS 


When the history and physical examination indicate 
the existence of a kidney injury, roentgenographic studies 
are essential to determine its nature and extent, as well 
as the status of the opposite kidney. While a plain film 
may give some clue, it should be combined with pyelog- 
raphy as soon as possible. 

Although opinions concerning the value of intrave- 
nous pyelography vary, we are convinced that it should 
be the first step in the urologic examination proper. 
Granted that it may be inadequate and disappointing in 
any given case, still it frequently furnishes all the infor- 
mation necessary for making an accurate diagnosis, and 
in such an instance no further urographic studies need 
be done. This is particularly true of group 1 lesions. The 
virtues of intravenous pyelography include its ease of 





KIDNEY INJURIES—SPENCE ET AL. 199 


execution and avoidance of the necessity for cystoscopy. 
It can be relied on to demonstrate satisfactorily the un- 
injured kidney in a high percentage of cases. (Orkin? 
estimates a percentage of 97.) Furthermore, it may 
be repeated at periodic intervals to check the progression 
or resolution of the pathological process, and this may 
even be carried out at the bedside using the Lysholm or 
Camp grid and portable x-ray machine as described by 
Orkin.* While excretory urography is usually considered 
futile in the presence of shock, we have frequently been 
surprised at the excellent visualization obtained in pa- 
tients with marked hypotension. It should be remem- 
bered that nonfunction on the initial excretory urogram 
does not necessarily imply serious damage. In essence 
then, we regard the excretory urogram as a valuable 
screening procedure with which to start the examination. 
If the results of intravenous pyelography are incon- 
clusive and leave doubt as to the course to be followed, 
we advocate the use of retrograde studies without hesita- 
tion or undue delay. Unquestionably this method will 
delineate the structural damage more distinctly than the 
excretory method in most cases. In our experience pos- 
sible complications such as infection and aggravation of 
bleeding have not constituted serious problems. 


TREATMENT 

As one reads the literature on the treatment of kidney 
injuries, he is struck by the divergence of opinion among 
acknowledged authorities. One school of thought, led 
by Sargent,’ feels that nonoperative treatment, except in 
rare instances, yields superior results. On the other hand, 
Lowsley and Menning,* Bell,° McKay, Baird, and 
Lynch," and others believe that early surgical interven- 
tion is the treatment of choice, because it results in the 
salvage of more kidneys and shortens the patient’s mor- 
bidity. Our own experiences tend in general to support 
the view of the former group; however, when certain 
complications develop, which we regard as operative 
indications, nothing is to be gained by conservatism. 

The rationale of conservative treatment lies in the fact 
that bleeding from the injured kidney tends to be self- 
limited. This is due to the tamponade effect of the true 
renal capsule, if the rupture is intracapsular, and of 
Gerota’s fascia, if it is extracapsular. Here nature has 
provided an effective method for the control of hemor- 
rhage in contradistinction to tears of the liver or spleen, 
where fatal intra-abdominal bleeding may ensue unless 
immediate surgical intervention is carried out. The 
effectiveness of this tamponade effect can be appreciated 
when, on surgical exposure of a ruptured kidney within 
a few hours or even within the first few days after injury, 
evacuation of the clot may be followed by such brisk 
renewal of the hemorrhage that rapid nephrectomy 
becomes mandatory. 
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The ability of the body to reabsorb extravasated fluids 
is well known and constitutes an additional basis for con- 
servatism in the case of perirenal effusion. We have found 
that drainage of such a process is rarely necessary in the 
absence of sepsis. Many times we have been surprised 
at the prompt recovery with only supportive measures of 
a patient originally considered to be gravely’ injured. 
Furthermore, if any of the indications for operation be- 
come manifest, no harm results from watchful waiting. 

We define conservative treatment as consisting of 
measures to combat shock, strict bed rest, administration 
of antibiotics, and repeated careful observation with 
special attention to pulse and blood pressure determina- 
tions, abdominal palpation, and the amount and char- 
acter of the urine. An indwelling urethral catheter facili- 
tates the latter. The possibility of continued bleeding 
requires repeated hemoglobin determinations and red 
blood cell counts, and any appreciable loss must be 
replaced by adequate transfusion of whole blood. Ad- 
ministration of antibiotics is routine, and these are best 
given parenterally for the first few days when ileus may 
be present. Distention is an indication for gastric suction. 

In the majority of our cases, we have found the re- 
sponse to this regimen favorable, and it is continued with 
such individual modification as necessary until convales- 
cence has been well established. It is then that follow-up 
intravenous pyelograms are most useful, and when 
needed supplementary retrograde pyelograms can be 
done with impunity. 


OPERATIVE TREATMENT 


While up to this point we have stressed the efficacy of 
conservatism, obviously some cases will present com- 
plications requiring surgical intervention. The most 
urgent indication for operation is persistent or recurrent 
massive hematuria. While rarely encountered, truly un- 
controllable hemorrhage, such as is seen with a shattered 
kidney (Sargent’s group 3), is a prime indication for 
immediate exploration. This condition is manifested by 
unrelenting shock and rapid progressive increase in size 
of a mass in the flank. Although in this situation a fatal 
outcome may be inevitable, a speedily performed opera- 
tion may be lifesaving. 

A second indication for operation is failure of resorp- 
tion of an uninfected hematoma with urographic studies 
showing substantial damage to the kidney. In some of 
these cases, nephrectomy is necessary; however, occa- 
sionally a sheared-off, devitalized pole may be removed, 
saving a considerable amount of functioning renal tissue. 

Probably the commonest complication demanding 
operation is the development of sepsis in the area of 
extravasation. When a conservative course is decided on, 
extravasation per se is not an indication for operation. 
The use of antibiotics may well prevent infection and 
allow a smooth convalescence with complete resorption 
of the extravasated material. On the other hand, when 
infection supervenes as characterized by fever, leuko- 
cytosis, and increasing tenderness, surgical drainage is 
in order. Drainage alone is usually adequate; the kidney 
itself need not be disturbed. 

Preexisting renal disease, evidenced by hydronephro- 
sis, stone, cystic disease, and tumor, may render the 
occurrence of the aforementioned complications more 
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likely, even after a degree of trauma that would no 
affect a normal kidney. In addition, such lesions in them 
selves may warrant operation, preferably as an electivc 
than as emergency procedures. In these cases, the traum: 
itself may represent a fortunate occurrence, inasmuch as 
it brings to light a hitherto unsuspected pathologica 
lesion. 
ANALYSIS OF SERIES 

Statistical Data: The statistical data in this report 
include 66 cases of renal injury seen in the past 10 
years. Fifty-four are from the surgical and urological 
services of Parkland Hospital, and 12 are from our pri- 
vate practice. There were 47 males and 19 females. The 
age range was from | to 67 years, with an average of 30 
years. Nine were children under 12 years of age. The 
right kidney was involved 31 times and the left 32 times 
(3 unspecified ). 

The causes of injury and classification as to extent are 
shown in the following tabulation: 


No. of 

Causes of Injury Cases 
Direct blow to kidney area....... rere ida Rare eins 29 
GUMSHOE WOURGS......ccssccucecs 19 
2 ee ree er F os ‘ 14 
NE. en daatabaaancducneraaterk ‘ vevieedente oe : 6 
MN occ ucgutenaaoteksados 4 


Classification of Injury 

Contusion or minor laceration (group 1)................ E 25 

TERIOF IMCOTACION CHTOUD: 2)oc ccc cccccccccccccocves j — 36 

Shattered kidney (group 3).......... ae ee . 5 
In four cases, major disease obviously antedated the 
injury (hydronephrosis due to ureteropelvic junction 
obstruction three cases and hemorrhage into simple cyst 
one case). One patient was found to have a congenital 
solitary kidney. 

Treatment and Results —Twenty-one patients were 
admitted directly to the surgical service and immediate 
laparotomy performed with the renal injury being either 
unsuspected or overshadowed by signs of intra-abdom- 
inal hemorrhage or perforation of a viscus. In 16 of 
these, a gunshot wound was the causative agent, 2 were 
results of stab wounds, and 3 followed automobile acci- 
dents. Twenty recovered and one died of a cerebral 
vascular accident four days after operation. Nine patients 
had perforation of the stomach or intestines, 10 had 
perforations or laceration of the liver, and 3 had rup- 
tured spleens that were removed. 

In 16 of the 21 patients undergoing exploratory 
laparotomy as an emergency, the injured kidney was 
preserved and the perirenal space drained at the con- 
clusion of the intra-abdominal procedure. All did well 
except one in whom a subsequent nephrectomy for 
secondary hemorrhage was necessary three weeks after 
the original operation. In 5 of the same 21, primary 
nephrectomy was carried out at the initial operation be- 
cause of the severity of the hemorrhage from the kidney 
or because, in the operator’s words, the kidney was 
“shattered.” The presence of an opposite kidney was 
determined by palpation only. All five recovered. Cer- 
tainly even an emergency nephrectomy if the patient has 
not had the benefit of previous urologic study of the 
opposite side is undesirable, as attested by case reports 
in the literature of removal of a solitary kidney for 
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auma.* Critical review of the above cases, however, 
veals that the exigencies of the moment warranted the 
ecision. 

Of the 45 patients remaining to be discussed, 3 were 
| critical condition, with multiple compound fractures 
redominating the clinical picture. All died with no 

definitive treatment being possible, At autopsy significant 
amage to the kidneys was found in each, but this could 
no way be considered the primary cause of death. 
\Vhile strictly speaking, these three patients were treated 
-onservatively, anything done for them represented little 
nore than a gesture. 

There are left then 42 patients in whom planned con- 
servative treatment was embarked upon by choice. In 
33, or 79%, of these a satisfactory result was obtained 
by such measures alone. A number have had normal 
follow-up pyelograms months or years after their injury, 
and, while many have been lost track of, the clinical 
impression when they were last observed was that a 
favorable result might reasonably be anticipated. One 
patient, while asymptomatic, had a nonfunctioning cystic 
kidney containing stones and is classed as a poor result. 


A 





Fig. 2 (case 1).—A, elevated diaphragm on left side caused by sub- 
phrenic accumulation, and, B, extravasation of dye at upper pole of 
kidney after stab wound. 


In 8 (19%) of the 42 patients initially considered 
suitable for conservative management, some complica- 
tion became evident indicating operation. Three cases of 
preexisting hydronephrosis due to ureteropelvic ob- 
struction required nephrectomy. In another patient, 
nephrectomy was done with a preoperative diagnosis of 
tumor, and a cyst with hemorrhage into it was found. 
In the remaining four cases, drainage of an infected peri- 
nephric extravasation was performed with accompany- 
ing partial nephrectomy in three instances. 


REPORT OF CASES 

Case 1.—A 23-year-old man was seen shortly after sustain- 
ng a stab wound in the lower left side of the chest in the 
midaxillary line. The urine was grossly bloody. A film of the 
hest showed marked elevation of the left leaf of the di- 
phragm, interpreted as being due to a subphrenic accumu- 
ition of blood (fig. 2A). Retrograde pyelogram made the day 
fter admission demonstrated extravasation of the contrast 
vaterial about the upper pole of the kidney (fig. 2B). The 
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patient remained afebrile; his clinical symptoms cleared rapidly 
on conservative measures; and he was discharged in one week 
asymptomatic. 

CasE 2.—A 50-year-old railroad worker was thrown from 
a handcar and sustained an injury to the right flank region. 
On admission, a mass was palpable in the right flank and the 
urine was grossly bloody. The patient was treated conserva- 





Fig. 3 (case 2).—A, massive extravasation on retrograde pyelogram 
made after railroad accident, and, B, remarkable recovery with nonopera- 
tive conservative measures only. 


tively and followed with retrograde pyelograms. The initial 
pyelogram showed marked extravasation of dye in the region 
of the lower pole of the kidney (fig. 3A). It was felt that 
operation would probably be required; however, the hematuria 
subsided and the mass disappeared. Retrograde pyelograms 
made four and one-half months after the injury showed a 
remarkable return to normal (fig. 3B). 

Case 3.—A 4-year-old girl fell while at play and struck 
the right loin on the arm of a chair. She experienced moderate 





Fig. 4 (case 3).—A, intravenous pyelogram made 24 hours after fall 
revealing subcapsular rupture. Drained four days later. B, result two weeks 
postoperatively considered satisfactory. Subsequent films showed a ques- 
tionable ureteropelvic junction obstruction negligible. 


pain and shortly thereafter passed gross blood in the urine. 
Excretory urogram made 24 hours later was interpreted as 
showing a ruptured kidney with a subcapsular accumulation 
of the dye (fig. 44). The renal area was tender to palpation, 
but no mass could be felt on admission, and the child was 





7. Turton, J. R. H., and Williamson, J: C. F. L.: Traumatic Rupture 
of Congenital Solitary Kidney, Brit. J. Surg. 23: 327-331 (Oct.) 1935. 
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treated expectantly. She did well for four days, but then 
began to run a spiking fever. A tender mass developed in 
the right loin. Accordingly operation was done on the sixth 
day after the accident. There was an accumulation of bloody 
fluid about the kidney, and a fragment of the lower pole was 
partially torn away and floating in this exudate. The necrotic 





Fig. 5 (case 4).—Surgical specimen, A, exterior, and B, cross section, 
showing preexisting hydronephrosis with rupture at upper pole. 


fragment was cut away from the remainder of the kidney 
and Penrose drains placed in the depths of the wound. Re- 
covery was prompt, and repeat excretory urograms made two 
weeks later indicated a satisfactory result (fig. 4B). There was 
concern about a possible ureteropelvic obstruction here, but 
films made elsewhere several months later were normal. 
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Case 4.—A 10-year-old boy was kicked in the right sid 
by a playmate and complained immediately of severe pai 
Five hours later, he passed grossly bloody urine containi; 
clots. On admission shortly thereafter, he was in modera 
shock with a large tender mass filling the right side of t} 
abdomen and bulging in the flank. A kidney, ureter, and bla 
der film and excretory urogram showed a soft tissue ma 
on the right side. What were originally considered to | 
haustral bowel markings were subsequently proved to be tre 
mendously dilated calices. Nephrectomy was carried out wit 
the finding of a tremendous amount of clotted blood in th 
perirenal space originating from a tear in the upper pole o 
a preexisting unsuspected hydronephrosis due to ureteropelvi 
junction obstruction. The surgical specimen is shown i: 
figure 5. 

SUMMARY 

The various causes aud types of kidney injuries are 
discussed and classified. Damage to other organs fre- 
quently accompanies injury to the kidney and demands 
priority of treatment. The use of excretory urograms is 
valuable as an initial screening procedure to determine 
the status of both the injured and the uninjured kidney; 
when inconclusive, retrograde studies are indicated. In 
our hands, expectant conservative treatment has yielded 
satisfactory results in most cases. It is pointed out, how- 
ever, that surgery should be performed if there is (a) 
persistent or recurrent massive hemorrhage, (b) failure 
of resorption of uninfected hematoma, (c) development 
of sepsis, or (d) preexisting disease of the kidney. The 
results of treatment in 66 cases are reported. 


4105 Live Oak St. (1) (Dr. Spence). 








MANAGEMENT OF 


This paper is a plea for early recognition of ureteral 
injuries. Most injuries are relatively easily repaired if 
recognized early, and, since more extensive pelvic surgery 
is being done every day and the crushing type of body 
injury is sure to increase, more injuries will be seen. A 
clear understanding of the anatomy of the ureters in their 
various portions is necessary and essential to diagnosis 
and management. The ureters are well protected, small, 
and mobile and have elastic walls that resist ordimary 
injury. Injury to the ureters from external trauma is rela- 
tively rare, but a clear, simple classification of ureteral 
injuries based on the cause of injury should be kept be- 
fore every surgeon and physician who is responsible for 
the management of ureteral injuries. 


CAUSE OF INJURY 


Ureteral injuries may result from trauma‘ such as a 
gunshot wound or a stab wound. Stab wounds may cause 
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puncture of the ureter by a spicula of bone or tearing 
associated with a pelvic fracture.* Ureteral injuries may 
also be a complication of surgery. These may be due to 
perforation or rupture caused by cystoscopy or perfora- 
tion by a suture ligature; unilateral or bilateral ligation; 
clamping; kinking by a ligature; severing of the ureter; 
or Jaceration, contusion, or denuding. 

Injuries may be either unilateral or bilateral; for- 
tunately for most persons, bilateral injury from trauma 
is a surgical curiosity. As a surgical complication, both 
ureters may be ligated. On the other hand, one ureter 
may be severed or cut and the other ligated, or one 
ureter may be kinked by suture, while the opposite one 
is completely ligated. It is evident that there can be 
almost any combination of injuries of the ureter compli- 
cating extensive surgery on the pelvic organs in women. 
When extensive cauterization' of the cervix ureteri is 
performed, the luman of one of the ureters may be 
occluded by exudate or by extensive reaction in the 
tissues and may result in swelling of the mucosa and 
ureteritis. 

A normal kidney on the opposite side from the ureteral! 
injury should always be demonstrated. It is very easy to 
overlook a poorly functioning kidney or a kidney in 
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hich there is arrested development. Injury to the ureter 

1 one side with poor kidney function on the opposite 

de may completely change the surgeon’s decision as to 

hat operation is indicated as a lifesaving procedure. 

Ureteral injuries from external trauma are rare, while 

jury to the ureters during extensive pelvic surgery is 

irly common and will increase as a result of more 
‘;equent radical pelvic surgery. In 630 hysterectomies,' 

jury to the ureter occurred 19 times—10 times to one 
ureter, 3 times to a single ureter and the bladder, and 
nce to both ureters. Wertheim * reported injury of the 
ireters in 10% of 500 radical uterine operations. At the 
present time, ligation, either unilateral or bilateral, is a 
more frequent injury, crushing by clamps is next, and 
cutting of the ureter or ureters is the least common of all 
injuries. 

Injury to the ureter in kidney surgery is rare, but the 
ureters may be traumatized or torn during the operation 
for removal of stone. This accident has been reported at 
the ureteropelvic junction or in the lower third of the 
ureter, usually in obese persons with ulceration asso- 
ciated with a stone. The ureter is occasionally injured in 
operation for bladder diverticulas, or the ureters may be 
in a hernia sac and this injured.' Tuffier * in 1895 re- 
ported 40 cases of ureterovaginal fistula complicating 
vaginal hysterectomies. 

In repair of the injured ureter, conservation of the 
kidney is as important as conservation in any type of 
kidney surgery. The same basic surgical principles and 
technical ingenuity must be applied to injuries of the 
ureter regardless of the cause. 


TYPES OF INJURIES 

Mild Injuries.—There are often slight or mild injuries 
of the ureters; for example, the puncture of the ureteral 
wall with a stiff catheter or stone extractor. Usually ex- 
travasation of urine does not take place if there is no 
obstruction below the puncture. In this type of injury, 
the circulation of the wall of the ureter is not interferred 
with and the treatment is bed rest, preferably in a hos- 
pital where careful observation is possible. 

Severe Traumatic Injuries —Severe injuries occur 
when the ureter is severely traumatized, denuded or torn 
during operative cystoscopy, or hooked or punctured by 
a needle during operation. In such instances, slight or 
extensive extravasation of urine may be expected depend- 
ing on the extent of the injury. An indwelling catheter or 
intubation with free surgical drainage is the operation of 
choice in this type of injury. Ligation is the most frequent 
of all injuries in extensive pelvic surgery for removal of 
intraligamentous masses or in dissection for extensive 
cancer. Why gynecologists or surgeons who operate on 
the female pelvic organs do not use well-placed indwell- 
ing ureteral catheters is the riddle of this age of surgical 
progress and advancement. Pride in anatomic knowledge 
and surgical prowess is the only logical explanation for 
not using a simple surgical safeguard. If bleeding is 
troublesome and the operation extensive and technically 
cifficult in pelvic surgery, injury or ligation of the ureter 
may, and often does, complicate the convalescence. 
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TYPES OF REPAIR 
The following list of the various methods for repair 
of ureteral injuries is based on the paper by Prentiss and 
Mullenix.® The various methods include: (1) indwelling 
ureteral catheter with or without incision and drainage; 
(2) ureterostomy or pyelostomy; (3) ureterovesical 
reimplantation; (4) uretero-ureteral anastomoses; (5) 
ureterosigmoidostomy; (6) deligation; (7) reconstruction 
of a portion of the ureter using a vesical flap, and (8) 
nephrectomy. Rather than elaborate on the various 

methods, illustrative cases will be used. 


REPORT OF CASES 

Case 1.—A 30-year-old white married man was in an auto- 
mobile accident in March, 1952. He experienced mild low 
back pain after the accident, and a lumbar laminectomy was 
performed. Two weeks after this procedure, a mass developed 
in the left lower abdominal quadrant. An exploration was 
performed and revealed a large cystic cavity containing fluid 
resembling urine. An intravenous pyelogram showed a poorly 





Fig. 1 (case 4).—Retrograde pyelogram showing a _ ureteral fistula 
hydronephrosis, and an abscess cavity lateral to the right ureter 


functioning left kidney. After the exploratory Operation, a 
sinus developed in the left lower abdominal quadrant from 
which urine drained for two weeks. Exploration of the left 
ureter was carried out one month after laminectomy, and the 
ureter was found to be severed just above the point where 
the ureter crossed the iliac vessels. There was a segment of the 
ureter about 2 cm. in length missing. The distal end of the 
ureter ended in a fibrotic mass in the vicinity of the iliac 
vessels, and clear urine was seen coming from the proximal 
end of the ureter. An end-to-end anastomosis was performed 
using the technique advocated by Davalos in 1947, except 
vertical mattress sutures were used. A ureteral catheter was 
left in place as a splint for about two weeks. Urine drained 
from the operative site for about one week after the catheter 
was removed. Cystoscopy and ieft ureteral catheterization 
eight months later showed no obstruction to the left ureter. 





3. Wertheim, H. H., quoted by Herman,' p. 354. 

4. Tuffier, quoted by Herman,' p. 355. 

5. Prentiss, R. J., and Mullenix, R. B.: Management of Ureteral 
Injuries in Pelvic Surgery, J. A. M. A. 145: 1244-1248 (April 21) 1951. 
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A retrograde pyeloureterogram showed a normal upper left 
ureter and collecting system. Urinanalysis was not remarkable 
at the time of cystoscopy. 

The method of end-to-end repair of a ureter advocated by 
Davalos was used in this case with one modification; namely, 
vertical mattress sutures were used to evert the cut ends of 
the ureter. This case should be a very critical test for any 
procedure because of the time interval and the marked fibrosis 





Fig. 2 (case 5).—A, preoperative retrograde pyelogram showing a 
ureterocutaneous fistula, and B, retrograde pyelogram, made six months 
after surgery, revealing a minimal hydronephrosis. 


that resulted from urine leaking into the tissues for such a long 
time. For these reasons it is thought that this method, when 
it can be utilized, is the best one to date. 

Case 2.—A 39-year-old white married woman had a total 
abdominal hyterectomy, bilateral oophorectomy, and _ right 
salpingectomy on Sept. 3, 1949. Right flank pain, abdominal 
distention, nausea, and vomiting developed on the fifth post- 
operative day. Cystoscopy on the sixth postoperative day 
revealed complete obstruction of the right ureter about 2.5 cm. 
from the right ureterovesical junction. An intravenous pyelo- 
gram showed a nonfuctioning right kidney. An abdominal 
laparotomy revealed that the right ureter was angulated from 
a suture. While an assistant passed a catheter up the right 
ureter to the point of obstruction, the operator was able to 
identify the ureter at the point of obstruction and to deligate 
it. A catheter used as a splint remained in place for one week. 
The convalescence was uneventful, and two years later an 
intravenous pyelogram showed a normal right upper urinary 
tract. 

This case is included because it illustrates the correct method 
of caring for a patient who has had pelvic surgery. If all 
surgeons doing pelvic surgery followed their cases as closely 
and carefully as this gynecologist did, many kidneys would be 
saved. Also, it illustrates how much more easily deligation 
can be performed if the assistant passes a ureteral catheter up 
to the point of obstruction and gently probes while the operator 
deligates the ureter. A ureteral catheter with an electric bulb 
on the end can be used to advantage in deligation. 

CasE 3.—A 38-year-old white married woman was seen by 
Dr. Byerly, Jr. in Hartsville, S. C. Her chief complaint was 
of passage of watery discharge vaginally for two days. She had 
had a total abdominal hysterectom, 14 days prior to admission. 
At cystoscopy an obstruction was encountered in the right 
ureter about 2 cm. from the ureterovesical junction. Explora- 
tory operation performed by Dr. William Byerly revealed that 
the right ureter was incorporated in a suture and that there 
was a ureterovaginal fistula. The scar tissue plus the proximity 
of the fistula to tne bladder made it impossible to perform a 
primary ureteral anastomosis, so a reimplantation of the ureter 
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into the bladder was done using a site on the right anterio 
surface of the bladder wali for reimplantation. A urograr 
made five months after reimplantation of the ureter into th 
bladder showed a normal ureter and collecting system. In thi 
case, a good result was obtained by reimplantation of the urete 
in the bladder even though considerable time elapsed afte 
the injury. 

Case 4.—A 44-year-old white married woman was admitte 
because of the passage of a watery discharge vaginally fo; 
about three days. Her history revealed that she had had 
Wertheim’s operation for carcinoma of the cervix four week: 
prior to admission. Cystoscopy revealed an obstruction in the 
right lower ureter about 9 cm. from the ureterovesical junction 
A roentgenogram made while a catheter was inserted up to 
the point of obstruction revealed an abscess cavity and uretera 
fistula (fig 1). An exploration of the right ureter revealed 
periureteral abscess with a defect in the ureter. While an 
assistant passed a catheter up the right ureter, the operato1 
was able to identify and to bypass the defect in the ureter with 
the catheter. The ureteral catheter was left indwelling for 
approximately two weeks. 

It is often thought that the ureter must be surgically damaged 
for a fistula to follow. Here the ureterovaginal fistula must 
have been the result of a pelvic abscess following a radical 
Wertheim operation because of the symptoms and signs present 
and the time that elapsed after the surgery. It is our opinion 
that a fistula would have appeared much sconer had the ureter: 
been injured by surgical trauma. 

Case 5.—A 50-year-old white married man was admitted to 
the hospital because of a draining sinus in the right lowe: 
abdominal quadrant. His history revealed that he was treated 
elsewhere for “pus on the kidney.” A cystoscopic examination 
was performed, and two days later signs and symptoms 
developed that his local physician thought were indicative of 
appendicitis. An appendectomy was performed and a normal 
appendix was found. Immediately after operation the man 
began to pass urine through the abdominal incision. Urine 
had been draining through a sinus in the right lower quadrant 
for one month at the time he was seen at the Memorial Hospital. 





Fig. 3 (case 6).—A, retrograde pyelogram showing the ureteral catheter 
outside the ureter with extravasated dye and the bullet, and B, intra- 
venous pyelogram two weeks after surgery showing a normal collecting 
system. 


Physical examination revealed a 50-year-old white man 
emaciated and chronically ill. There was a draining sinus in 
the right lower quadrant from which a clear, yellowish fluid 
exuded. Cystoscopy and right retrograde studies demonstrated 
a right ureteral cutaneous fistula (fig. 24). An exploration of 
the right kidney and ureter was carried out and a nephro- 
ureterorrhaphy performed; a McIver tube was used to splint 
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the upper ureter for two weeks. A postoperative film at six 
months showed very slight hydronephrosis on the right side 
(fig. 2B). A retrograde pyelogram made two years later showed 
a normal upper urinary tract. 

[his case is the exception to the rule “perforation of a ureter 
with a catheter without obstruction below the perforation is 
usually of no serious consequence.” It is possible, however, that 
this patient had a stone below the perforation and that the 
stone was passed after a sinus was well established. The simple 
principle of intubated ureterotomy, namely, repair with 
nephrostomy drainage through a Mclver nephrostomy tube, 
was utilized. As shown in figure 2B the results were good. 

CasE 6.—A 26-year-old white married man was admitted 
through the emergency room after a gunshot wound of the 
abdomen. Shortly after admission, an abdominal laparotomy 
was performed with closure of the perforation of the gall- 
bladder and transverse colon. A flat plate of the abdomen 
made prior to surgery showed a metallic foreign body (bullet) 
in the right lower quadrant, but no attempt was made to 
remove this object at the time of operation. 

On the fourth postoperative day, the patient began to pass 
grossly bloody urine. An intravenous pyelogram showed 
moderate dilatation of the right calyceal system and the right 
ureter down to the vicinity of the metallic foreign body seen 
on the flat plate at the time of admission. Cystoscopic examina- 
tion and right ureteral catheterization and oblique roentgeno- 
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grams on the 10th hospital day showed that the metallic body 
in the right lower quadrant lay outside of the course of the 
right ureter. There was also seen an extravasation of the dye 
in the right midureter on attempted retrograde pyelography 
(fig. 3A). On the 16th hospital day, exploration of the right 
ureter revealed a periureteral abscess with a defect in the wall 
of the ureter. While an assistant cystoscoped the patient and 
passed a catheter up the right ureter to the region of the abscess, 
the catheter bypassed the defect in the ureter and passed to 
the renal pelvis. Postoperatively the ureteral catheter was left 
in the right ureter for 10 days. An intravenous pyelogram 
made two weeks after the catheter was removed showed a 
normal collecting system and ureter on the right side (fig. 3B). 
This case illustrates repair by the simple method of intubated 
ureterotomy. 
SUMMARY 


The causes for ureteral injury are given with six 
illustrative cases. Each case represents a basic principle 
utilized in repair with resultant conservation of renal 
tissue. Follow-up films are shown in three of the six 
cases. Prevention of ureteral injury during pelvic surgery 
is greatly facilitated by indwelling ureteral catheters. 
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INJURIES OF 
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Recovery from major injury of the bladder is directly 
dependent upon the promptness of the diagnosis and the 


promptness as well of the type of surgical treatment. In 
few urologic conditions is immediate action more man- 
datory. This paper proposes to discuss briefly present day 
procedures relative to the diagnosis and the acknowl- 
edged principles of treatment. 


AGENTS CAUSING BLADDER INJURY 


Penetrating objects, external in source, such as bullets, 
shell fragments, large splinters, and the surgical scalpel, 
have caused perforation of the bladder. Likewise, pene- 
trating objects, internal in source, such as urologic in- 
struments, can and have perforated the bladder with 
equally serious results. Nonpenetrating agents such as 
a blow to the lower abdomen can cause a bursting of the 
full bladder. Fracture of the bony pelvis often causes a 
rupture by tearing the moorings of the bladder. Spon- 
taneous rupture of the bladder is usually associated with 
gross disease of the bladder wall. 


CLASSIFICATION 


A simple classification can be made for bladder in- 
juries. The term “contusion” describes the submucosal 
hemorrhage or mucosal edema that follows pelvic opera- 
tion or delivery or minor trauma from urologic instru- 
ments, There is no perforation of the wall, and no 
treatment is needed. Rupture or perforation of the blad- 
der wall is traditionally divided into the extraperitoneal 
or intraperitoneal types. The term intraperitoneal rup- 
ture indicates that there is a hole through the wall of the 
bladder that leads into the peritoneal cavity, whereas 
with extraperitoneal rupture, the perforation leads into 
perivesical tissue but not into the peritoneal cavity. The 
former type is commonly seen in patients as a result of 
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blows to the lower abdominal wall, in accidents asso- 
ciated with the energized loop of the resectoscope, and 
in about 18% of bladder injuries caused by fracture of 
the bony pelvis. The latter type (extraperitoneal rupture) 
is commonly seen in fractures of the bony pelvis and in 
accidents from difficult urethral instrumentation, as well 
as from perforations during transurethral operations. 
One of the serious aspects of bladder rupture is the 
hemorrhage and shock that commonly follow. Another 
serious aspect is the well-known toxic effect of urine in 
the peritoneal cavity or in undrained soft tissue. Sterile 
urine can be introduced periodically into the peritoneal 
cavity in small quantities at widely spaced intervals with- 
out causing peritonitis. However, the continuous seepage 
of sterile urine into the peritoneal cavity or the presence 
of any quantity of infected urine in the peritoneal cavity 
causes peritonitis. When sterile urine permeates un- 
drained soft tissue, it causes necrosis, sloughing, and 
suppuration, which can prove fatal. Infected urine in 
undrained tissue accelerates this vicious reaction. The 
third serious feature associated with rupture of the 
bladder can be hemorrhage from pelvic vessels adjacent 
to the bladder in sufficient quantities at times to distort 
the contour of the bladder into a pear-shaped organ, 
dubbed “tear drop bladder” by Prather and Kaiser.* 


SYMPTOMS AND DIAGNOSIS 
The classical symptoms of rupture of the bladder that 
have become well recognized are shock and clinical 
evidence of hemorrhage, low abdominal pain rather con- 
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stant in type, a desire to void but inability to do so, and 
hematuria, gross in type. Gilbert and Dodson ? recently 
reported that 13% of patients with ruptured bladder 
and 40% of those with ruptured urethra were able to 
void. All had hematuria. When rupture of the membran- 
ous or prostatic urethra is present, bleeding from the 
external urethral meatus is common. If the physician is 


Fig. 1.—Retrograde cystogram showing extensive intraperitoneal extra- 
vasation of the injected opaque medium. 


alert to the possibility of bladder injury, the diagnosis 
can often be surmised from the symptoms and clinical 
findings mentioned above. Because recovery is so de- 
pendent on prompt recognition and prompt treatment 
and because surgical treatment must often be under- 
taken in a patient who is in a very critical condition, I 
believe a positive diagnosis should be established as 
quickly as possible, if the procedure for the diagnosis is 
reliable and incurs no risk. The indecision and possible 
error involved in catheter and irrigation tests makes them 
unsatisfactory for a final opinion. Likewise, cystoscopy 
is likely to prove futile if not harmful. Cystography is 
believed to be the most reliable diagnostic procedure, as 
indicated by Bacon,* Crane and Schenck,* and by my 
personal experience.°® 

The following program has proved satisfactory. After 
improvement in the state of shock (if it exists), the 
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patient is moved on a Bradford frame to an x-ray table 
where a scout film of the abdomen and bony pelvis is 
taken. With a blood pressure of at least 90 mm. Hg 
systolic, an intravenous urogram can then be started in 
the routine manner. This should give information regard- 
ing the presence of the kidneys and some information as 
to their condition. After the 30 minute film, even though 
the bladder shadow shows no evidence of extravasation, 
the patient should be catheterized under sterile precau- 
tions and a retrograde cystogram done with 150 cc. of 
10% methiodal (Skiodan) sodium; these films should 
be taken with the patient in the oblique and antero- 
posterior position. We have seen instances in which the 
intravenous cystogram appeared normal but in which 
rupture was easily demonstrated by the retrograde cysto- 
gram. Gilbert and Dodson * have also stressed the im- 
portance of taking a roentgenogram of the bladder region 
after the retrograde cystogram has been taken and after 
the opaque dye has been emptied from the bladder. They 
found that in a few instances the distended bladder in 
the cystogram obscured a small extravasation of the 
opaque dye. 

If the sterile catheter cannot be passed to the bladder 
and there is bleeding from the external urethral meatus, 
one must presume a rupture of the membranous or 
prostatic urethra. To demonstrate this lesion, we suggest 
an urethrogram with a sterile, water-soluble, opaque 
medium such as Rayopake (viscous aqueous solution 
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Fig. 2.—Retrograde cystogram showing small perforation of the bladder. 


containing 50% diethanolamine salt of 2,4-dioxo-3-iodo- 
6 methyl-tetrahydropyridine-N-acetic acid) or 20% 
methiodal sodium. Taking films with the patient in the 
oblique and anteroposterior positions during an injec- 
tion of 20 to 30 cc. of this material by syringe from the 
external meatus should reveal the location and the 
extent of the rupture in the urethra. The purpose of 
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these roentgenologic studies is to obtain as precise in- 
formation as possible regarding injury of the bladder or 
urethra. The characteristic picture is that of extravasa- 
tion of the opaque medium beyond the normal outline of 
the lower urinary tract, as illustrated in figures 1 and 2. 


TREATMENT 

If rupture of the bladder is demonstrated, imme- 
diate surgery is mandatory to prevent further extravasa- 
tion of urine and to drain perivesical tissue already 
permeated by urine. This is best accomplished by supra- 
pubic cystotomy, drainage of the bladder by a suprapubic 
tube, and drainage of perivesical tissue by Penrose 
drains in cases of extraperitoneal rupture. The treatment 
for intraperitoneal rupture should be suprapubic cystot- 
omy, drainage of the bladder by suprapubic tube, suction 
removal of urine from the peritoneal cavity, and closure 
of the peritoneum without drainage. If the ruptured area 
of bladder wall can be closed easily, it should be done, 
although this step is less important than those just men- 
tioned. Usually a period of 7 to 10 days of drainage after 
cystotomy will suffice. At that time the suprapubic tube 
can be removed, and an urethral catheter can be placed 
to facilitate closure of the surgical incision. If there has 
been interruption in the continuity of the prostatic or 
membranous urethra, every effort must be made at the 
time of surgery to splint this segment with a urethral 
catheter, in addition to draining the bladder by supra- 
pubic tube. Suprapubic drainage should be maintained 
for at least 10 days. The urethral catheter used to splint 
the ruptured urethral segment should remain for three 
weeks or longer. 

There may be two exceptions to the principles and 
procedures just described. The first is the instance in 
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which, during an abdominal surgical operation, a small 
opening is accidentally made in the bladder and is recog- 
nized immediately. In such a problem, closure of the 
bladder wall in two layers and drainage of the bladder 
by a large urethral catheter for a period of seven days 
should permit a normal convalescence. The second is 
the accidental perforation of the prostatic cavity or 
bladder neck during transurethral surgery leading to an 
extraperitoneal type of injury. If this complication is 
recognized immediately, drainage of the bladder by 
urethral catheter and the use of antibiotics may permit a 
normal convalescence. Kenyon ° has advocated such a 
program. Should an interval of hours or longer lapse 
before this complication is recognized, suprapubic sur- 
gery will offer the best chance of recovery. 


PROGNOSIS 


Rupture of the bladder is a serious condition and 
always justifies a guarded prognosis. Immediate diag- 
nosis and surgical treatment, however, will permit a 
hopeful outlook if other bodily injuries do not impede 
progress. 

SUMMARY 

Traumatic injury of the bladder creates a urologic 
emergency. The most reliable diagnostic measure is a 
retrograde cystogram made with 150 cc. of a sterile 
opaque medium like 10% methiodal (Skiodan) sodium. 
Prompt surgical treatment including suprapubic cystot- 
omy, drainage of the bladder with a suprapubic tube, and 
drainage of perivesical tissue offers the best chance of 
recovery. 


1180 Beacon St. (46), 
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Otitis externa is a disease about which, for a number 
of years, there has been nothing particularly new to say. 
Its fundamental facts, however, continue to be so mis- 
understood that no apology is necessary for stating them 
over again. Similarly, fundamental principles of treat- 
ment must be restated because many of the therapeutic 
methods now in use are based on a complete misunder- 
standing of both the clinical course and the pathological 
process. Otitis externa is not a lethal disease. Under 
ordinary circumstances it is not even incapacitating, at 
least not in the strict sense of the term. On the other 
hand, it is responsible for an incalculable amount of 
discomfort, a great deal of lost time, and a considerable 
expense to the patient. As for the otologist who treats 
it, he usually disregards the niceties of English diction 
and describes it, simply and correctly, as “aggravating.” 
How the otologist views otitis externa, it must be ad- 
mitted, depends largely on his geographical location. If 
he practices in the North or East or anywhere else where 
the climate is usually dry and cool, he is not likely to 
regard it as of much importance, because he does not 
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see much of it. If he practices in the South or Southwest, 
he is likely to regard it as of major importance. Some 
otolaryngologists in these parts of the country say that it 
constitutes as much as 40% of their office practice. Med- 
ical officers in the Pacific Ocean areas and other tropical 
theaters in World War II, depending on where they had 
practiced in civilian life, either learned, often with a great 
deal of surprise, of its frequency and importance or had 
their opinion of its importance as well as of its nuisance 
value confirmed. 

Otitis externa caused the withdrawal of major num- 
bers of fighting men from active duty in World War II. 
Military authorities eventually hesitated about permit- 
ting personnel with a history of the disease to proceed 
overseas because often, in spite of the most intensive and. 
time consuming treatment, the men eventually became 
invalided and had to be sent home. The seriousness of 
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this disease can be inferred from the fact that an experi- 
mental study was conducted on it after the war by the 
National Research Council in Great Britain, and a simi- 
lar project is now being conducted by the U. S. Navy in 
Jacksonville, Fla. Experimental studies, unfortunately, 
have not been highly productive. The British investiga- 
tion,' which was devoted chiefly to the effects of moisture 
in the meatus, showed little more than that an accumu- 
lation of sweat in this area is unlikely to be an important 
factor in the production of the disease in hot climates, 
a point of view that I also hold. Haley’s? studies on 
allergic otitis externa showed little more. Unless the 
rabbits were already sensitized and trauma was also a 
factor, an allergic reaction did not occur when spores of 
fungi were introduced into the ears. 


GENERAL CONSIDERATIONS 


Age and Race.—One of the curious facts about otitis 
externa is that it is a disease of all ages and that its mani- 
festations are essentially the same at every period of life. 
The age range of the 157 patients who form the back- 
ground of this paper was from 1 to 75 years, and, of 
these, 43, or well over one-fourth, were children under 
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Fig. 1.—Possible causative factors in 157 cases of otitis externa. 


5 years of age. Knight,’ in a recent analysis of 308 cases 
from Knoxville, Tenn., reported an age range in his 
patients of 1 month to 87 years. The incidence under 
five years of age was considerably less than in my own 
series, which is probably somewhat weighted by the 
number of persons in whom the infection of the external 
ear followed otitis media. The cases reported in this 
communication were all chosen from my private prac- 
tice, and all patients were members of the white race. 
In the Tulane University School of Medicine clinics at 
Charity Hospital of Louisiana at New Orleans we see 
only occasional cases in Negroes. Less than 1% of the 
cases Knight reported occurred in Negroes, though 4% 
of his office practice is of that race. As he says, the most 
reasonable explanation of the low incidence among 
Negroes is that the circumstances are less favorable for 
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the development of the disease because the external 
auditory canal is shorter, straighter, and wider in these 
persons. 


Causes.—The actual causes of otitis externa are fre- 
quently obscure. The anatomic structure of the externa! 
ear, as just implied, favors its development. The canal, 
which is wedge-shaped, ends, for all practical purposes, 
in a blind recess. It is the only epithelium-lined cul-de- 
sac in the body. It is widely exposed to external infection. 
It is always moist. The lining skin is constantly macer- 
ated, and debris consisting of dead, horny tissue is there- 
fore always present. The regional glands secrete cerumen 
upon which, even under sterile conditions, it is possible 
to grow certain micro-organisms. These are all highly 
favorable circumstances for the development of infec- 
tion, particularly when two other factors enter the pic- 
ture, namely, trauma and an alteration in the normal 
pH. Many times the actual traumatic act cannot be 
identified, though paper clips, hairpins, and similar ob- 
jects are often deliberately introduced into the ear. On 
the other hand, the most casual inspection of any group 
of persons will show how often the ears are fingered and 
the external canal is scratched as an entirely unconscious 
act. The objects thus introduced are not sterile nor are 
the fingers. They are usually contaminated, and they 
may be infected. I would not go so far as to say, with 
Stewart,* that patients with Bacillus coli infection of the 
ear “look a scruffy and unwashed lot,” but he has a point; 
there is often a lack of cleanliness even on the most un- 
expected social levels. Once, therefore, the protective 
layer of skin is broken, the way is paved for the intro- 
duction of infection. Then, once infection is introduced, 
scratching becomes a conscious act, and a vicious circle 
is set up. 

The importance of the pH values of the skin of the 
external auditory canal in the causation of otitis externa 
is generally overlooked, though this consideration often 
explains both the development of infection and the suc- 
cess or failure of many therapeutic regimens. In the 
adult, values are chiefly within the acid range, and infec- 
tion is discouraged. When, for any reason, the values 
rise to the alkaline level, the environment ceases to be 
bactericidal and there is a predisposition to the develop- 
ment of infection or to its enhancement if it already 
exists. My own feeling is that the background of every 
case of otitis externa is twofold: (1) interruption of the 
continuity of the epithelial lining of the external auditory 
canal and (2) a change of the pH from the acid to the 
alkaline side. Once these conditions are established, 
bacteria and fungi have full opportunities for growth, 
and their potentialities for harm are often unintention- 
ally activated and increased by the therapeutic use of 
agents whose pH is on the alkaline side. 

There are no other universally applicable causes of 
Otitis externa, though there are a number of other pre- 
disposing causes (fig. 1). Among them are nasal, oral, 
and dental sepsis; anemia; avitaminosis; endocrine im- 
balance; psychogenic disturbances; and allergic reac- 
tions to such things as nail polish, wave set lotions, nickel 
and plastic spectacle frames, and feather pillows. The 
skin on the auricle is thin and vascular and, therefore, 
more reactive than anywhere else on the body.’ When 
once an allergic reaction is set up, it may be complicated 
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by secondary infection with bacteria or fungi. Over- 
treatment has been recognized for years as a cause of 
persistent Otitis externa. All of us can duplicate Bran- 
ca’s ® experience; one of his patients, with a 10 year 
history of infection, brought with her on her first visit 
more than 20 ointments and solutions with which she 
had been treated. Mastoid surgery is also a long-recog- 
nized precursor of otitis externa. So is otitis media, which 
is becoming more frequent as an antecedent because it 
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Fig. 2.—Duration in 141 stated cases of otitis externa. 


is so universally mistreated with antibiotics. When I re- 
viewed several hundred records of otitis externa in 1949, 
I was not particularly impressed by the importance of 
preceding otitis media. When I reviewed these 157 cases, 
I was surprised to find it as an apparent cause in 28, in 
6 of which it was associated with persistent perforation. 
The chronic otorrhea that is one of the possible sequels 
of the fenestration operation is a cause that was unknown 
15 years ago. 

These are all possible causes, but none of them explain 
all cases, and in many instances there is no evident cause. 
In this series of 157 cases, even when all reasonable 
causes and predisposing conditions had been invoked, 
almost a third of the cases were left with no explanation 
at all, and it must be granted that not every cause listed 
is entirely convincing. 


CLASSIFICATION 


How confusing the classification of external otitis 
really is can be gathered from Cornbleet and Schorr’s ' 
remarks on nomenclature. There is objection to the term 
eczema, they say, on the ground that it connotes some 
special type of dermatitis not reflected in the histological 
findings. They themselves prefer the term for the op- 
posite reason; it provides a reasonable enough definition 
of the entity and confesses ignorance as to the cause. As 
a matter of fact, one reason for the confusion in classifi- 
cation of otitis externa is that the term has been used 
loosely and carelessly for a number of different diseases 
that have almost nothing in common except their loca- 
tion in the external ear. Senturia and Marcus * have done 
much to clarify this phase of the disease. 

Otitis externa can be classified on the arbitrary basis 
of duration as acute, subacute, chronic, and recurrent. 
In the 157 cases analyzed for this series the duration 
ranged from one day in 24 cases to over a year in 27 
cases (fig. 2). Two patients in the latter group stated 
that they had had the disease all their lives. More cre- 
dence can usually be given to statements of short than of 
long duration, though the tendency to overstate this 
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detail is an indication of the annoyance caused by the 
disease. As a matter of fact, the most important consider- 
ation in the classification of otitis externa is its division 
into bacterial and fungous types. This disease is a good 
example of the dictum that it takes as long to get an error 
of fact out of a textbook as to get a new fact into it. Text- 
book descriptions are still surprisingly inaccurate. The 
disease is still described as otomycosis. In 1844 Mayer,” 
who is credited with the first mention of it, stated that it 
was of little if any importance, an error of opinion that 
has already been disposed of earlier in this paper. He also 
stated that it was always of fungous origin, an opinion 
that was almost universally accepted as fact until World 
War II. Then the disease was observed in mass numbers, 
as already noted, and even the most elementary investi- 
gations possible under combat conditions made it clear 
that it is a bacterial disease, and that fungi are respon- 
sible for it or are present in association with bacteria in 
only a small number of cases. 


My chief reason for using these 157 cases of otitis 
externa as the background of this paper is that all of them 
were investigated in the laboratory, the organism or 
organisms present were identified (fig. 3), and the 
therapeutic agents to which they were sensitive were 
determined. In one sense, this series is not representative. 
In many instances the bacteriology was altered by the 
fact that a large number of the patients had treated them- 
selves or been treated elsewhere before I saw them. 
Micrococci (staphylococci) were present in 67 of the 
157 cases. If the patients had been seen earlier, Pseudo- 
monas would probably have proved to be most frequent, 
just as it is likely to prove most troublesome, with Para- 
colobactrum next in the order of frequency. In the whole 
group there was only one fungous infection, by Candida. 


PRACTICAL CONSIDERATIONS OF TREATMENT 


The chief reason for most of the difficulties in the 
management of otitis externa, as well as the explanation 
of most of the poor results, is failure to observe certain 
principles that are applicable no matter what agent or 
regimen is used. On the other hand, the realities must be 
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Fig. 3.—Causative agents in 157 cases of otitis externa. 


faced, and it is entirely possible to do this without any 
compromise with principles. I am therefore discussing 
these practical considerations before passing on to prin- 
ciples and specific therapy. It is important that treatment 
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cover as brief a time as possible, partly because there is 
the risk of sensitization and partly because patients will 
not tolerate unduly prolonged treatment. From every 
standpoint it is a bad plan to treat a child any oftener 
than is absolutely necessary. A business man, a house- 
wife, or anybody else who has regular employment and 
duties will find it difficult to make repeated office visits 
and may solve the problem by ceasing to make them as 
soon as some degree of improvement is obtained. At the 
first visit, therefore, the patient should be told that this 
is an obstinate disease and that the course of treatment 
is sometimes prolonged, but that he may be assured that 
it will be concluded as promptly as possible. 

Theoretically, Fowler and Feind *° are entirely cor- 
rect in their statement that an analysis of cases in which 
the otologist has not himself been responsible for all the 
therapy may contain many errors. That is why, as they 
point out, it is difficult to evaluate series of cases reported 
by different physicians who have obtained widely differ- 
ent results with the same agents. On the other hand, it is 
simply not possible to see all patients daily, let alone 
several times daily, and they must be left to carry out 
their own treatment. Treatments should therefore be as 
simple and uncomplicated as possible, so that the patient 
will carry them out as directed and will not be tempted 
to omit them or discontinue them altogether. To insure 
that treatment will be carried out correctly, the technique 
should be demonstrated to the patient in the office, and 
in addition he should be given written instructions so 
simply worded that misunderstanding is impossible. 
They can be written on the prescription blank along with 
the prescription. Precautions must be taken against self- 
medication when the desired results have been obtained. 
The physician is usually to blame for this error, but 
frequently, for reasons of economy or otherwise, patients 
either use a prescription until it is exhausted or use what 
is left over from previous treatment if they think they are 
again suffering from the same disease. This is particularly 
unwise in otitis externa, in which recurrence may be on 
an entirely different bacteriological basis. Proprietary 
medications, fortunately, are usually put up in small 
amounts, and it is best to prescribe not more than half 
an ounce or, at the most, an ounce of any solution. The 
prescription blank should also bear the notation that the 
prescription is not to be refilled. 

A frequent and serious error in the management of 
otitis externa is concentration on the local condition to 
the exclusion of the predisposing cause. Nothing can be 
done about climate and humidity, of course, but bad 
hygienic habits, lack of cleanliness, and failure to keep 
the ears dry can readily be corrected and will go far to- 
ward overcoming conditions that cannot be changed. 
The patient must be warned to prevent trauma to the 
ears by keeping his fingers and other objects out of them. 
Anemia, vitamin and endocrine deficiencies, and allergic 
states must be corrected. Finally, while a resort to a 
psychogenic explanation should be the last step of man- 
agement, not the first, as it is all too likely to be today, 





10. Fowler, E. P., and Feind, C. R.: Topical Applications to the Skin 
of the Ear Canal, Tr. Am. Acad. Ophth. 53: 637-643 (July-Aug.) 1949. 

11. Waltner, J. G., and White, W. R.: Topical Medication in Otology, 
New York J. Med. 50: 2421-2426 (Oct.) 1950. 

12. Fabricant, N. D.: The Acute Ear, Eye, Ear, Nose & Throat Month. 
30: 430-431 (Aug.) 1951. 





J.A.M.A., Jan. 16, 1954 


there is no doubt that even when the disease is clearly 
bacterial in cause, emotional and other psychogenic 
factors may explain recurrent flare-ups. I have in mind 
one of my own patients who failed to respond perma- 
nenily to any measure until I recognized the cause-and- 
effect relationship between her recurrent attacks of otitis 
externa and her serious marital difficulties. When she 
finally secured a divorce, her ears healed permanently. 
The case is a perfect illustration of Waltner and White’s © 
observation that an analysis of individual factors of fail- 
ure in Otitis externa is often more rewarding than statis- 
tical studies. 


GENERAL PRINCIPLES OF THERAPY 

Cleansing of the Ear.—Fabricant,'* discussing the 
principles of therapy of otitis externa, said that the guid- 
ing plan should be a maximum of inspection and a 
minimum of therapy. If he had added to his principles 
the most scrupulous care in cleansing the ear and keeping 
it clean and dry, he would find most otologists in full 
agreement with him. I am among those who believe that 
if patients could be seen daily, which is obviously im- 
possible, most of these infections could be cleared up 
merely by repeated daily cleansing. Series of cases 
treated in this manner do not seem to have been reported, 
but this practice may explain the good results obtained 
with some agents credited with cures beyond the bounds 
of reason. 

Cleansing the ear before any treatment is instituted 
is important for a number of reasons. Moisture, macera- 
tion, and epithelial debris and dead tissue accumulated 
in the dead-end canal provide excellent conditions for 
the growth of organisms and for the production of the 
alkaline environment favorable to their growth. Cleans- 
ing of the canal overcomes, as far as possible, the re- 
gional anatomic peculiarities that favor the development 
of infection. Finally, removal of the obstructing debris 
permits whatever agent is used to be brought into direct 
contact with the tissues; this is an essential of successful 
therapy. Different observers prefer different methods of 
cleansing. Some in particular prefer suction alone be- 
cause they fear the introduction of fluids. The fear is 
unfounded if the ear is left thoroughly dry. This is an- 
other one of the steps of management in which, if prin- 
ciples are observed, details will take care of themselves. 
My own plan is to use the suction tip if that is possible; 
to begin with irrigations of tap water or alcohol, with 
drying by compressed air if tenderness and edema pre- 
vent manual cleansing; or to begin with wicks of Burow’s 
solution if even irrigations cannot be tolerated. The 
cleansing must be carried out under adequate illumina- 
tion and must not be hurried. It must be done deliberately 
and gently because, at the best, it is not free from pain. 
All wax must be removed along with other debris. Too 
much evidence that both bacteria and fungi can grow on 
wax exists to make it safe to leave wax in an infected ear. 

Relief of Pain—tThe relief of pain or discomfort is 
an important consideration of treatment, if only because 
that is why most patients seek medical advice. Often the 
pain is so severe that it is difficult or impossible to do 
anything else until it is relieved. Small applications of 
roentgen rays are valuable for this purpose. The ear is 
capable of tolerating up to 600 r without damage, but 
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the wisest plan is to limit the treatment to 100 r, applied 
through a cone no larger than 2.5 cm. in diameter, and 
not to repeat the application if it is not successful. 
Though the exact mechanism of relief remains to be 
elucidated, there is no doubt that this is an effective 
method. It has succeeded in literally dozens of selected 
cases treated over the past 12 years, sometimes within 
three or four hours. Aspirin, codeine, or stronger drugs 
may be used as necessary until radiation therapy has had 
time to act. 

Cultural Studies.—The fact that cultural studies were 
made in all 157 cases in this series should not be taken 
to indicate that they are necessary in all cases of otitis 
externa. They are not. There were special reasons for 
them in many of these cases. They are made routinely 
in infections following the fenestratign operation, which 
must be cleared up quickly if the restored hearing is not 
to be affected adversely. For the same reason they are 
also made without delay in all cases preceded by otitis 
media. They are usually made on patients from out of 
town, who naturally wish treatment to be concluded as 
quickly as possible. Finally, they are necessary in all 
patients who have had previous treatment, especially 
young children, because the original infection has been 
obscured, so to speak, by the results of therapy. 

Cultural studies are imperative in any case if the 
otologist treating the patient has had only a limited 
experience with otitis externa or none at all. Unlike the 
experienced otologist, he cannot tell positively from the 
clinical examination whether the infection is caused by 
bacteria or fungi. If the infection is bacterial, it is even 
more unlikely that he can determine by gross inspection 
whether the causative organism is gram-negative or 
gram-positive. These are essential data, and, if the 
otologist is sufficiently experienced to make these deci- 
sions, he is entirely justified in instituting treatment on 
the basis of his clinical observations. Otherwise, treat- 
ment must be delayed until laboratory aid is secured. 

A culture should always be made if clear-cut improve- 
ment is not evident within 48 to 72 hours after treatment 
has been begun. If a culture has already been made, it 
should be reexamined and another prepared. It is becom- 
ing more and more frequent, as the indiscriminate use 
of specific agents increases, to find that the micro- 
organism or micro-organisms present in a particular case 
do not respond to drugs to which they formerly re- 
sponded, and that some new agent must be employed. A 
number of details in the making of cultures are extremely 
important. The otologist must obtain the exudate and 
streak the mediums himself. These tasks must not be left 
to technicians or others not thoroughly familiar with the 
ear. The exudate must be secured under direct vision, 
with sterile precautions, by a technique that insures 
absence of contamination. It must be streaked on the slant 
as soon as it is secured. 

Cultures can be reported within 24 hours, but the 
laboratory should be requested to hold them for at least 
21 days, partly for future reference and partly because 
some fungi and molds do not become manifest until this 
length of time has elapsed. The usual report is that the 
flora is mixed, with a particular type predominating. If 
Micrococcus is the predominant organism, a coagulase 
iest is run. If this test is positive, the organism is con- 
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sidered pathogenic and a therapeutic agent is selected to 
which gram-positive organisms are susceptible. If it is 
negative, the organism is regarded as a saprophyte and 
treatment is directed toward the mixed gram-negative 
organisms present. At present, sensitivity tests are con- 
ducted in respect to penicillin, streptomycin, dihydro- 
streptomycin, chlortetracycline (Aureomycin), oxytetra- 
cycline (Terramycin), chloramphenicol (Chloromycetin), 
neomycin, erythromycin, sulfisoxazole (Gantrisin), 
sulfanilamide, sulfadiazine, 4-amino-2-methyl benzene 
sulfonamide hydrochloride (Sulfamylon), polymyxin B 
(Aerosporin) sulfate, metacresylacetate (Cresatin), and 
Otosmosan (20.5% sulfathiazole carbamide in de- 
hydrated glycerol). This may seem to be an ambitious 
program, but, with the filter paper methods now avail- 
able, the tests are easily performed at a cost that is not 
excessive. 
PRINCIPLES OF SPECIFIC THERAPY 

In a sense it is almost unfortunate that the new etiologi- 
cal concept of otitis externa as a bacterial rather than a 
fungous disease came into being at about the time that 
antibiotics came into use. The cardinal principle of 
specific therapy is that it be used specifically. That prin- 
ciple has been violated in every conceivable variety of 
disease, but probably in none has it been violated so fre- 
quently and so consistently as in otitis externa. Pharma- 
ceutical houses have been liberal in their production of 
antibiotic (and other) preparations for topical applica- 
tion and in some instances have done themselves a dis- 
service by making extravagant claims of universal 
usefulness. Physicians regrettably have often been equally 
liberal in their use of these preparations without regard 
to their essential properties or to their applicability to the 
cases under treatment. It is time that we returned to the 
first principles of specific therapy and used the new drugs 
only on the basis of species-sensitivity to them. 

There are a number of other principles to be observed 
in specific therapy. Whatever agent is selected should 
have an acid pH for the reasons mentioned earlier. If an 
agent with a high pH value is selected, the infection will 
in all probability be enhanced, and the external ear will 
actually be prevented from returning to its normal 
physiological state. Consideration must be given to the 
vehicle in which the therapeutic agent is applied. My 
own preference is for aqueous solutions, partly because 
they are effective and partly because their use simplifies 
the interpretation of poor results. Many patients with 
Otitis externa are highly sensitive, and, if a reaction 
occurs when an ointment, for instance, is being used, 
treatment must be suspended while it is determined which 
component of the base is responsible for the difficulty. 
When an aqueous solution is used, any reaction that 
occurs can be attributed forthwith to the drug it contains. 
Another reason for care in the selection of the base, if 
one prefers salves and ointments to aqueous solutions, . 
is that some vehicles slow up or completely inhibit the 
liberation of the specific agents used. Sulfonamides, for 
instance, are released only slowly or in minute quantities 
if they are incorporated in petrolatum and lanolin bases, 
and their efficiency is correspondingly decreased. 

A therapeutic agent, however effective it may be, can- 
not destroy an organism until it comes into contact with 
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it. It is surprising how often this obvious fact is ignored. 
The patient should be specifically instructed to fill the 
whole aural canal with the medicament prescribed. 
Unless this point is emphasized, he is likely to use only a 
few drops, and the results of treatment are almost certain 
to be unsatisfactory. The therapeutic agent must be em- 
ployed in sufficiently high concentration to be promptly 
effective. Otherwise, the problem of drug resistance will 
be added to other difficulties of management. This is not 
merely a theoretical consideration. The new agents have, 
unfortunately, been used so promiscuously and so indis- 
criminately that the organisms present in any given infec- 
tion are more and more likely to be resistant to therapy 
and to require high concentrations to destroy them. A 
number of the micro-organisms responsible for otitis 
externa now respond to only one or two agents. If they be- 
come resistant to them, the otologist will find himself with 
no means of combating the disease other than mechanical 
cleansing and general therapeutic measures. A consider- 
able number of the patients in this series had infections 
resistant to or only slightly sensitive to as many as eight 
of the drugs tested, and three had infections that were 
resistant to every agent tested. 


When the infection is controlled, treatment should be 
discontinued. I cannot agree with Waltner and White ** 
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Fig. 4.—Specific therapy (alone or combined) in 124 cases of otitis 
externa. 


that prolonged local medication is important to forestall 
recurrence, particularly the frequent appearance of 
Pseudomonas aeruginosa. The continued application of 
antibiotic or other solutions or ointments, though the 
original selection may have been made on the basis of 
sensitivity-testing, is often responsible for dermatitis 
medicamentosa. Almost as soon as penicillin became 
available, dermatologists warned that, if it were used for 
more than five days, sensitivity reactions might occur. 
Their warnings were correct, but they were not always 
heeded. What is true of penicillin is also true of most 
other agents used topically. It is a serious error to use 
them indefinitely. If they are properly selected and if 
they are applied in what is, after all, a very small area 
according to the principles just laid down, the predomi- 
nant organism can usually be brought under control 
within the specified five days or less. Once this has been 
accomplished, the problem is to restore the external 
auditory canal to its normal physiological state. This is 
best achieved by the prompt withdrawal of active therapy 
and the institution of general hygienic measures. If, as 
sometimes happens, the disease began as a dermatitis or 
an allergic reaction, the original condition may persist 
after the infection is controlled, but it will not be aided 
by continuation of therapy designed for another purpose. 
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DETAILS OF SPECIFIC THERAPY 


I have left only a brief time for the discussion of special 
agents in the treatment of otitis externa, which is prob- 
ably as it should be. If the principles outlined have been 
strictly observed, the agent will have been properly 
selected, and the results of treatment are likely to be 
good. I say this with some hesitancy because, as more 
than one observer has pointed out, relief of symptoms 
is not synonymous with cure, and a complete follow-up 
of all cases would probably furnish all of us with some 
unpleasant surprises. 


Sulfamylon, which was used in 25 of the 157 cases in 
this series (fig. 4), is the drug of choice when a sensitivity 
test has not been run as well as the best agent when there 
is no indication for other therapy. It has a number of 
advantages. Its bactericidal range is so wide that it covers 
practically the whole bacterial spectrum. It does not harm 
epithelium or other body tissues. It is active in the pres- 
ence of pus and blood. It is not affected by changes in 
the acidity of the environment. It is relatively nontoxic. 
It has good solubility, and only the soluble portion of 
any antibacterial substance is active. It has an acid pH, 
and increased acidity is usually present after the acute 
infection has subsided. Sulfisoxazole was used in only 
two cases in this particular series, but I have recently 
used it in a number of other patients and have found that 
it possesses many of the advantages of Sulfamylon. 
Penicillin is useful when furunculosis is a feature of the 
infection, but it must always be used intramuscularly, 
never topically. Patients are quickly sensitized to it, and 
it is ineffective in obstinate chronic infections, which 
many cases of otitis externa become. When it is used 
systemically, some other agent, such as chlortetracycline 
or chloramphenicol, may be used topically, usually as a 
dusting powder. Streptomycin should not be used unless 
the sensitivity test clearly indicates its value. A reaction 
would be unlikely to occur with it, however, unless the 
patient was primarily allergic to it. 

Neomycin, chlortetracycline, and sulfanilamide are all 
useful topically when they are indicated. Neomycin is 
particularly effective in Pseudomonas infections, which, 
as already noted, tend to be extremely obstinate. Oxy- 
tetracycline and chloramphenicol are frequently used as 
dusting powders in the office while the patient merely 
uses dry wicks at home. I have ceased to use chloram- 
phenicol systemically since its hemolytic properties have 
become evident. Polymyxin B sulfate is usually used as 
an ointment, and bacitracin must always be used in this 
form because it is unstable in solution. Otosmosan was 
used in only one case in this series, a fungous infection 
not responsive to any other agent. It is effective but 
should be used with caution, since many patients are 
sensitive to it. Antibiotic or other drug therapy is not 
always required. In 6 of these 157 cases only dry wicks 
were used. Most of these infections followed the fenestra- 
tion operation, and they cleared up promptly with mini- 
mal local treatment. Adjunct therapy, which was used in 
27 cases, included antihistaminic drugs, micrococcic 
(staphylococcic) toxoid, thyroid extract, and calcium. 

In 1936 McBurney and Searcy ** tested 69 drugs and 
combinations of drugs that had been recommended for 
use up to that time in what was then called otomycosis. 
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| have evaluated the 205 agents and combinations of 
agents recommended since that date, though I have 
tested only some of them. I formerly used 26 of the 
recommended drugs with more or less satisfaction, but 
| have replaced them by newer and more effective agents 
and methods. I am using 24, on various indications, at 
present, and, when they are properly applied, they are 
all satisfactory. I formerly used 41, with poor results or 
complete failure. Seven are unknown to me under the 
names used for them in the reports, which are chiefly 
from the British literature. I have never used 19, but they 
seem reasonable, and I imagine that they would be useful. 
I have never used 88 of the recommended drugs, nor do I 
intend to try them, because they seem impractical, 
illogical, or actually dangerous. If any commentary were 
needed on the therapeutic confusion in otitis externa and 
on its difficulties of management, it would be hard to 
imagine a better one than the number and variety of 
agents and regimens that I have just evaluated. 
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SUMMARY AND CONCLUSIONS 

The basic facts of otitis externa continue to be mis- 
understood, and therapy, as a result, continues to be 
misapplied. In a large proportion of cases there is no 
clear causative factor. The most important consideration 
of classification is the distinction between bacterial otitis 
externa, which comprises the great majority of cases, and 
disease of fungous origin. Treatment is a matter of prin- 
ciples that must be strictly observed, but, at the same 
time, therapy must be conducted on a realistic basis. It 
is particularly important that specific treatment be applied 
according to precise principles. If these are observed, 
specific agents and other drugs will be correctly selected 
and properly applied. 

2340 Tulip St. (11). 
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Gout is a disease characterized in its early stages by 
recurrent acute attacks of arthritis that respond specifi- 
cally to treatment with colchicine and in its later stages 
by progressive deposition of sodium urate in cartilage 
and around joints in association with chronic arthritic 
changes. The salient feature of the disease is hyper- 
uricemia, a condition shared by siblings and close rela- 
tives of the patient. Though hyperuricemia is not alone 
responsible for gout, no explanation for the cause of the 
disease is acceptable unless it can satisfactorily account 
for this familial tendency. 

It is said that gout is due to an inborn error of metab- 
olism of uric acid. Such a statement is probably in- 
accurate. It is more likely that the so-called error of 
metabolism, if it does exist, is shared by all mankind. It 
is a defect inherited by primates in the evolutionary 
struggle, a fault that induces even in normal man a use- 
lessly high concentration of uric acid in the body fluids. 
In the person with familial hyperuricemia, this fault is 
apparently merely exaggerated. 

Uric acid has been the enfant terrible of metabolic 
products of the animal kingdom ever since the evolution 
of higher forms. The property that always makes it some- 
thing to be reckoned with is its insolubility, both as the 
free acid and as the sodium salt. The stable solubility of 
urate in serum is of the order of 6.5 mg. per 100 cc. 
Above that concentration it may still remain dissolved, 
but as an unstable supersaturated solution subject to sud- 
den precipitation. The factors that influence this precipi- 
tation are for the most part unknown. In the internal 
body fluids, the precipitate formed is sodium urate; in 
acid urine, it is uric acid. 

The low solubility of urate was not always a handicap. 
In the birds and reptiles, the first of the important ter- 
restial vertebrates, the insolubility of uric acid was a boon 
that permitted the successful development of the em- 
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bryo in the hard-shell or cleidoic egg. The egg contained 
only a limited quantity of water, which the embryo could 
ill afford to expend in the formation of urine. By learning 
to convert to uric acid not only the purines from nucleic 
acid but also the ammonia from amino acids, the embryo 
could excrete through the kidneys a dilute solution of 
uric acid, the water of which could be almost completely 
absorbed in the cloaca, leaving the uric acid as a solid 
mass to be retained in the allantois. If urea, which is 
highly soluble, had been the end product, the bulk of the 
water could not have been absorbed against the gradient 
of the increasingly concentrated urea solution. The em- 
bryo would then have died from desiccation or from 
uremia. The adult bird or reptile preserved this so-called 
uricotelic mechanism. 


With the development of the viviparous mammal, with 
its different type of kidney and genitourinary system, the 
uricotelic mechanism not only served no useful purpose 
but also became a potential handicap. The insolubility of 
urate produced the danger of precipitation in the kidneys 
and body tissues. In these animals, as in the amphibians, 
an arginase system of enzymes that effectively converted 
ammonia to urea developed in the liver. The loss of 
water in the excretion of urea was no detriment to either 
the embryo or the adult animal. But even the small quan- 
tity of uric acid formed from purines was an encum- 
brance, and in these animals the enzyme uricase was 
elaborated, which catalyzed the oxidation of uric acid 
to the soluble and innocuous allantoin. 

Two imperfections in uric acid metabolism remained 
present in the mammals. While they were of no conse- 
quence to the allantoin-producing animals, they placed 
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man and the ape, two species in which the enzyme uri- 
case has failed to appear, in jeopardy from precipitation 
of urates. The first imperfection is that the mechanism in 
birds by which uric acid is made from ammonia is still 
present in the mammals, even though it is used chiefly 
for the synthesis of purines of cellular nucleoproteins. 
The second is that excretion of urate by the mammalian 
kidney is inefficient, most of the glomerularly filtered 
urate being reabsorbed by the tubules. Let us examine 
these two factors more closely, for in one or both of them 
appears to lie the cause of hyperuricemia. 


OVERPRODUCTION OF URIC ACID 

Purines are not essential items in the diet. The two 
purines, adenine and guanine, that are utilized in cellu- 
lar nucleoproteins and certain coenzymes can be synthe- 
sized by all higher forms of animals. This fact was first 
demonstrated 80 years ago by Miescher on the Rhine 
salmon, and it has been confirmed on many other ani- 
mals, including man, by many investigators. The nature 
of the precursors of the purines has only recently been 
established by a brilliant series of isotopic experiments 
from several laboratories. The ingredients used to make 
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Pathways of purine metabolism, including avian mechanism for pro- 
duction of uric acid without previous formation of nucleic acids. 


the purine ring are the following: glycine, which fur- 
nishes carbon 4 and 5 and nitrogen 7; carbon dioxide for 
carbon 6; ammonia from amino acids for nitrogens 1, 3, 
and 9; and formic acid from several amino acids for 
carbons 2 and 8. The compound first formed from these 
ingredients has been identified as 4-amino-5S-imidozole- 
carboxamide, which is converted to the purine hypox- 
anthine. It is interesting that the synthesis does not 
produce free hypoxanthine but instead hypoxanthine 
nucleotide, which is the well-known compound inosinic 
acid, discovered by Liebig more than a century ago (see 
figure). 

Hypoxanthine is apparently the initial purine synthe- 
sized. From it, by amination processes, are formed 
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adenine and guanine. At least the latter must be in combi- 
nation with ribosephosphoric acid or desoxyribosephos- 
phoric acid when synthesized, for it has been shown from 
isotopic experiments that administered guanine is not 
mecorporated into body nucleic acid. Ingested isotopic 
adenine was found both as adenine and as guanine in 
body nucleic acid. In birds and reptiles, the synthesis of 
hypoxanthine as outlined above is used not only for the 
formation of nucleic acid but also for the conversion of 
waste ammonia to uric acid. Recent experiments indicate 
that even in mammals, though the bulk of ammonia is 
converted to urea, some ammonia is rapidly converted 
into uric acid, apparently through the hypoxanthine 
mechanism, hypoxanthine being oxidized by xanthine- 
oxidase to xanthine and then to uric acid. Stetten and 
his colleagues * have demonstrated the same mechanism 
in man, by feeding radioactive nitrogen (N'°)-labeled 
glycine and finding small quantities of the N’* as uric 
acid. The excretion was too rapid to be accounted for by 
the synthesis of nucleoprotein from the glycine and the 
subsequent breakdown and oxidation to uric acid. 

In experiments on two persons with gout, Stetten 
found a similar but exaggerated formation of N‘°-con- 
taining uric acid in the urine after administration of N'°- 
containing glycine. He therefore believes, as does Gut- 
man,* that familial hyperuricemia as found in persons 
with gout is caused by overproduction of uric acid be- 
cause of an exaggerated uricotelic vestige. 


UNDEREXCRETION OF URIC ACID 


The excretion of uric acid by the mammalian kidney 
is not very efficient. A large portion of the urate filtered 
by the glomeruli is reabsorbed by the proximal con- 
voluted tubules by active enzymatic processes. In the 
dog, about 75% of the filtered water is reabsorbed.‘ This 
inadequacy is of no consequence in such animals, for the 
uric acid is so quickly oxidized to allantoin in the liver 
that the plasma level of urate is kept below 1.0 mg. per 
100 cc. The Dalmatian coach hound, as everyone knows, 
has the peculiarity of excreting large quantities of uric 
acid, more per kilogram of body weight than man. This 
high excretion, however, is not due to absence of uricase 
(the quantities found in the liver are the same as in 
other dogs) but to the virtually complete failure of the 
renal tubules to reabsorb urate. 

Man’s efficiency in excreting urate is even lower than 
that of the dog and other common mammals, for the 
tubular reabsorption is greater than 90%. With a urate 
clearance of 10 cc. per minute (the range given by Tal- 
bott ° being 6 to 12 cc.), the normal man has to maintain 
a plasma level of 4.0 mg. per 100 cc. to excrete 576 mg. 
per day, which is about the amount excreted with an 
average diet. If the urate excretion were ideal in man, 
that is, glomerular filtration without tubular reabsorption, 
the same amount of urate could be excreted with a 
plasma level of 0.32 mg. per 100 cc. Because of the futile 
tubular reabsorption, all human beings must carry uric 
acid in the body fluids at a concentration not far below 
the saturation point. 

The question of whether the renal excretion of urate 
in persons with gout is even more impaired than in nor- 
mal persons has not yet been satisfactorily answered. If 
it were determined, there would be no argument about 
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the cause of hyperuricemia. The difficulty lies in the fact 
that the clearance of urate must be determined in the 
person with gout at an abnormally high level of plasma 
urate. Berliner ° has demonstrated that in normal per- 
sons, into whom urate has been injected intravenously, 
the clearance rises with increasing plasma levels, even 
though a greater percentage of the glomerular filtrate is 
reabsorbed. Most studies show the daily excretion of 
urate in persons with gout to be within normal limits. 
Talbott ° found the range of clearance to be 4 to 11 cc. 
per minute, or slightly lower than normal. It appears rea- 
sonable to believe that if normal excretion in the person 
with gout is accomplished only in the presence of hyper- 
uricemia, then the clearances would have been less than 
normal, if the plasma levels had been lower. If this is 
true, it means that, while all humans labor under the dif- 
ficulty of an inefficient renal excretion of urate because 
of the purposeless tubular reabsorption, the patient with 
familial hyperuricemia has an exaggeration of this defect 
(see table). 

Thus hyperuricemia may be due to either overproduc- 
tion of urate or to underexcretion of urate, both being 
defects common to all men, but one or both being more 
pronounced in the person with gout. Whatever is the real 
cause of the hyperuricemia, it is obvious that it is the in- 
ability of the kidney to adjust its tubular reabsorption to 
the requirements of urate excretion that is the real fault. 
As a consequence, the required excretion is accomplished 
by an increased plasma concentration of urate. If the 
level were not above the saturation point and if the per- 
son with gout did not have some factor that caused sud- 
den precipitation in and around joints and bursae, hyper- 
uricemia would pose no problem. But hyperuricemia 
ultimately defeats its own purpose. With precipitation of 
urates in the tissues, the serum level should fall; however, 
a renewed high level is soon established to maintain ex- 
cretion, and the stage is set for further precipitation. Re- 
peated waves of positive balance of uric acid are thereby 
produced by the very hyperuricemia designed to avoid 
this eventuality. 


THE MISCIBLE POOL OF URIC ACID 


From the laboratories of Brown,’ Stetten,’ and Tal- 
bott,’ respectively, have come interesting isotopic ex- 
periments designed to measure the easily miscible uric 
acid content of the body. By injecting N'°-containing uric 
acid into normal patients and into those with gout and 
measuring the percentage of the isotopic uric acid in the 
total urate in the successive urine samples, these investi- 
gators have been able to calculate the amount of body 
uric acid that originally was mixed with the injected iso- 
tope compound. In normal man the quantity was of the 
order of 1,200 mg. and probably represented all the 
uric acid present in the body. The turnover rate was 
found to be about 600 mg. per day, or somewhat more 
than is usually found in the urine per day. If these indi- 
rect methods of calculation are accurate, the results indi- 
cate that 100 or more milligrams of urate are actually 
destroyed daily in the human body, even though no uri- 
case is present. Most of this amount can be accounted for 
by bacterial decomposition of urate in the gastrointes- 
tinal secretion. Whether any considerable portion is de- 
stroyed by other means is still controversial, though new 
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evidence from Stetten’s laboratory * points to such a con- 
clusion. 

In the person with gout the miscible pool of uric acid 
ranged from 3 to 30 gm., the latter quantities being found 
in patients with chronic tophaceous gout. Since 30 gm. 
evenly dissolved in 42 liters of body fluid would give the 
impossibly high concentration of 73 mg. per 100 cc., the 
bulk of this miscible pool must be in the form of easily 
dissolvable crystals that go in and out of solution and 
that can therefore become homogeneously mixed with in- 
jected isotopic uric acid. However, this quantity does 
not include the large deposits of chalky urate in tophi, 
for only the outer molecular layer of these deposits has 
been found to contain isotopic urate. Thus a patient with 
many tophi may have several hundred grams of urate 
in deposits difficult of access, 25 to 30 gm. in the form of 
easily miscible crystals, and 2 to 3 gm. in solution. When 
such a patient is treated with a good uricosuric agent the 
urate in solution and in the form of fine crystals is first 
removed, and the material from the tophi is carried away 
very slowly. Eventually, even the tophi may gradually 


Relation of Plasma Urate Concentration to Urate Clearance 
in Man as Modified by Changes in Tubular 
Reabsorption of Urate 


Urate Plasma Tubular 
Clearance, Urate, Reabsorp- 
Type of Man Ce./Min. Mg./100 Ce. tion, % 
ER viititiinaeanerndpinaeiaesivsors 10 4.0 92 
fr SS eran, ane ees : 125 0.32 0 
Normal, with probenecid medication * 20 2.0 R4 
SN CE IN rs i iiar nn ccksvndsackan 5 8.0 96 
Person with gout, with probenecid 
I cosetvavcsiscieeccsvias 10 4.0 92 
* In each case, 576 meg. of urate is excreted each day. The ideal con- 
dition for urate excretion would be one in which there was no tubular 
reabsorption. Then man could excrete 576 mg. per day at a plasma level 
of 0.32 mg. per 100 cc., instead of at 4 mg. per 100 ce. when 92% of 
the filtered urate is reabsorbed. The presumption is made here that 
gouty hyperuricemia is due entirely to increased tubular reabsorption. 
Thus probenecid sends the normal kidney toward the ideal state for 


urate excretion and converts the kidney of the person with gout to a 
normal one. 


shrink during a protracted course of treatment with a 
uricosuric agent. Gutman * could account for 75 gm. of 
extra uric acid excreted in five months. I have seen sim- 
ilar cases. 
THE ACUTE ATTACK IN GOUT 

Hyperuricemia is essential to gout, but additional 
factors are responsible for the acute attack. The 
suddenness of onset, the predilection for the metatar- 
sophalangeal joint of the great toe, the exquisite tender- 
ness and pain, the specific rapid response to colchicine, 
and the slower spontaneous complete remission without 
medication are all characteristics of gout, known for 
many centuries but inadequately explained to this day. It 
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is probable that the attack is induced by the sudden pre- 
cipitation of sodium urate in and around joints and by an 
exaggerated inflammatory response to this precipitation. 
But even this conclusion has been denied, especially by 
Hench *° and by Gutman.* The latter would like to im- 
plicate some unknown precursor or derivative. of uric 
acid, But even if the attack is caused by sudden deposi- 
tion of urate, the causes of the attack and reasons for such 
an intense inflammatory response—which cannot be re- 
produced experimentally—are not clear. 

Yet there are some clues. There is evidence that a tem- 
porary adrenocortical deficiency has something to do 
with the acute gouty episode. The commonest precipi- 
tating factors of an acute attack are trauma, surgical 
operation, infection, allergic reaction, exposure to cold 
or heat, psychic stress, and foreign protein therapy. These 
are all factors producing stress that are associated with 
a sudden increase in secretion of adrenocortical hor- 
mone, followed by a decrease to a subnormal level. Ex- 
cessive excretion of sodium has frequently been seen at 
the time of the attack. Furthermore, remissions of acute 
attacks can be produced by administration of corticotro- 
pin in doses too small for the nonspecific effect seen in 
acute rheumatoid arthritis and comparable diseases. 
Also, the daily excretion of 17-ketosteroids has been 
found subnormal in patients with gout.'t These circum- 
stances, in addition to the recent demonstration by Bene- 
dict and associates * that corticotropin decreases tubular 
reabsorption of urate, offer substantial argument that the 
patient with gout has an absolute or relative deficiency of 
adrenocortical secretion or a diminished target respon- 
siveness to the hormone at the time of the attack. 


TREATMENT OF GOUT WITH PROBENECID (BENEMID) 


Management of gout to be successful must provide not 
only alleviation of the acute attack but also a mechanism 
for a continuous negative balance of uric acid until the 
miscible pool has been restored to normal size. Treatment 
of the acute attack is no great problem today. Colchicine 
in doses of 0.5 or 0.6 mg. (1/120 or 1/100 grain) every 
2 to 4 hours usually produces a remission in 48 hours. In 
severer cases, or when diarrhea has set in, corticotropin 
gel in doses of 20 U. S. P. units every 12 to 24 hours for 
three or four doses, followed by colchicine three or four 
times a day, will usually bring a quick subsidence of pain, 
swelling, and tenderness. However, colchicine has no 
effect on urate metabolism or excretion. Therefore, 
it offers no benefit in long-term management. Indeed, 
the very effectiveness of colchicine in the acute attack 
may be a snare that deludes the patient and physician 
into believing something is being done to eliminate the 
disease. Only by preventing the accumulation of urate 
and by ridding the body of the stored urate can true im- 
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provement be accomplished. Such measures involve the 
use of an effective but innocuous uricosuric agent, a sub- 
stance that increases the excretion of uric acid by dimin- 
ishing its tubular reabsorption. The best of such com- 
pounds at the present time is probenecid. 

Probenecid, or p-(dipropylsulfamyl) benzoic acid, has 
been found to be a powerful agent that reversibly inhibits 
renal tubular transfer, suppressing tubular excretion of 
penicillin, p-aminosalicylic acid, p-aminohippuric acid, 
and phenolsulfonphthalein. In this respect it is similar to 
its predecessor carinamide, but, while the latter is re- 
quired in doses of 16 to 24 gm. per day, probenecid ac- 
complishes the same effect in doses of 1 to 2 gm. daily. 
Probenecid, like carinamide, has been found to inhibit 
tubular transfer of urate in the opposite direction, ap- 
parently by inhibition of an enzyme action common to 
both types of transfer. Single doses of 2 gm. of probene- 
cid have been shown by Sirota and others '* to increase 
the clearance of urate by several hundred per cent. The 
effect is maximal in 2 to 4 hours but is still present after 
24 hours. A dose of 2 gm. of probenecid daily more than 
doubles the excretion of urate in patients with gout during 
the- first few days of treatment and reduces the plasma 
level of urate by 30 to 60% within 48 hours.'* With the 
lowering of the plasma urate concentration, the total daily 
excretion falls, but it is great enough to maintain a per- 
sistent negative balance of 0.2 to 0.4 gm. uric acid daily. 
Though maximal excretions are obtained with 2 gm. 
doses daily, it is found advisable to use only 0.5 to 1.0 
gm. daily in most cases in order to avoid urinary con- 
cretions. At the beginning of treatment, probenecid may 
actually induce acute attacks by mechanisms that are not 
understood. However, if the initial dose is kept at 0.5 gm. 
per day for several weeks, and if colchicine is given three 
or four times a day during this early period, such attacks 
can usually be prevented. The dosage is then increased 
to 0.75 or 1.0 gm. daily and kept at that level indefinitely. 
Except for isolated instances of sensitivity to the drug, 
probenecid has proved to be remarkably free of toxic 
effect. 

The clinical results of probenecid medication in 
chronic tophaceous gout have been unequivocally grati- 
fying. Within six months immobilized painful joints have 
regained a good portion of their mobility, allowing bed- 
ridden or crippled patients to return to work. Such relief 
is undoubtedly due to the removal of crystals of urate 
from the joint regions and to the subsequent diminution in 
inflammation and muscular spasm. In addition, there has 
been an unmeasurable improvement in the patients’ well- 
being and psychological outlook. Treatment has now 
been carried out long enough to demonstrate that the 
number and severity of acute attacks are eventually di- 
minished. Since probenecid has no other direct pharma- 
codynamic effect than to increase excretion of urate, the 
diminution in the number of attacks must be related to 
removal of the crystalline deposits. It appears as if these 
crystals act as seedings for further acute depositions. 
Though comparable beneficial results in nontophaceous 
gout are difficult to demonstrate, the protracted adminis- 
tration of small doses of probenecid is justifiable even in 
these cases. 

It is worthy of note that, though salicylates are also 
good uricosuric agents, they completely annul the urico- 
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suric effect of probenecid.'* Why these two drugs, instead 
of acting synergistically, are mutally anatagonistic is, at 
present, not clear. Patients being given probenecid medi- 
cation must not be given aspirin or other salicylates. 

It is ironical that, although enormous strides have re- 
cently been made in the elucidation of the metabolism of 
uric acid and other purines, the greatest contributions to 
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the treatment of gout have been made, on the one hand, 
by the discovery of the value of colchicum by unscientific 
ancient herbgatherers, and, on the other hand, by the 
synthesis of probenecid, designed by clever chemists and 
pharmacologists for purposes far removed from the 
problems of gout. 


629 S. Wood St. (12). 





RELATIONSHIP OF ENDOMETRIAL HYPERPLASIA AND ADENOCARCINOMA 
OF THE UTERINE FUNDUS 


Edmund R. Novak, M.D., Baltimore 


For many years there has been conjecture as to the 
possible sequential relationship of endometrial hyper- 
plasia and adenocarcinoma, and recent research in this 
field has been intensified. This paper presents a short 
discussion of the question with full appreciation of the 
fact that on many points our knowledge is too incomplete 
to justify arbitrary expressions of viewpoinis Since there 
are still many uncertainties as to a definite relation be- 
tween hyperplasia and adenocarcinoma in human beings, 
it seems justifiable to evaluate it on the abundant and sub- 
stantial evidence available in the experimental field. It 
seems well established that hyperplasia as seen during 
the menstrual era is a direct resultant of anovulation and 
prolonged unopposed estrogen stimulation, with no evi- 
dence of corpus luteum formation or resultant proges- 
terone activity. Clinically, hyperplasia is often seen at 
the menarche, not infrequently during the menstrual 
era, but most commonly in the immediately premeno- 
pausal years when anovulation is probably rather fre- 
quent. It seems likely that ovulatory failure is due 
primarily to pituitary deficiency, but space does not 
permit a full discussion of the well-known reciprocal 
estrogen and pituitary follicle-stimulating hormone inter- 
action, which results in increases and decreases in the 
estrogen level. It is important again to emphasize the 
unopposed estrogen activity, whose action on the end 
organ, the endometrium, produces the pathological entity 
that we know as hyperplasia. 


PROLIFERATIVE HYPERPLASIA 

It is also important to point out that endometrial 
hyperplasia may arise spontaneously either in the men- 
strual era or in the postmenopausal patient; on the other 
hand, it should be ¢ nphasized that a similar picture may 
be produced at any age by estrogen therapy, often un- 
warranted and administered with complete lack of dis- 
cretion. From a pathological standpoint the typical 
“swiss cheese hyperplasia” is readily recognized and 
affords no problem of diagnosis, although treatment may 
not always be satisfactory. Unfortunately we may find 
complex proliferative deviations from the picture of 
simple typical hyperplasia. A markedly adenomatous 
pattern with advanced degrees of stratification and tuft- 
ing of the lining epithelium may be present. The epi- 
thelium itself may appear hyperactive with many mitotic 
figures and is apt to be tail, immature in appearance, 


often pale-staining, and at times suggestive of tubal 
epithelium. Actually, a point may be reached in these 
markedly atypical or proliferative hyperplasias where 
expert pathologists differ as to whether an early adeno- 
carcinoma or a complex hyperplasia is present. It is 
exactly this group of cases that prompted the much- 
quoted phrase by an excellent foreign gynecologist, who, 
on seeing one of the microscopic sections in our labora- 
tory simply shook his head and said, “Nicht Karzinom 
aber besser heraus” (“Although not cancer it is better 
to remove it”). Lastly, it should be emphasized that 
these proliferative hyperactive variants may be produced 
spontaneously or can be produced readily by exogenous 
estrogen at any age, even when the uterus is small, 
senile, and atrophic. 

Typical of the commonly observed estrogen-induced 
hyperplasia was the case of a woman 72 years old, who 
was curetted because of postmenopausal bleeding. At the 
time the uterus measured 9 cm., and the abundant scrap- 
ings from the curettement were thought to represent an 
adenocarcinoma, grade 1. The family doctor telephoned 
to inquire about his patient, and on direct question he 
stated that he had been giving her 1 mg. diethylstilbestrol 
(Stilbestrol) daily for the preceding three months be- 
cause of postmenopausal osteoporosis. Since the patient 
was a very poor operative risk, it seemed justifiable to 
simply discontinue the estrogen therapy and repeat the 
curettement. Three months later, no endometrium was 
obtained and the uterus measured only 5 cm. Subsequent 
check-ups have revealed no further symptoms. This type 
of case is so representative that our interns are advised 
to ask every patient with postmenopausal bleeding if she 
has been receiving any injections or other treatment for 
menopausal symptoms. When such a history is given, 
an expectant course may be adopted for at least a short 
period of time with only a minimal theoretical risk to the 
woman. 

Prolonged and unopposed estrogen stimulation is a 
possible causal factor in the production of endometrial 
cancer. Actually there is nothing new about the potential 
carcinogenic action of the estrogenic steroids. In 1932, 
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Lacassagne * succeeded in producing breast cancer in 
male mice by prolonged estrogen therapy. Females of 
this strain were susceptible to spontaneous breast cancer. 
This has been confirmed by others. Lipschiitz ° was able 
to produce fibromatous intraperitoneal tumors in guinea 
pigs by estrogen; these tumors, however, could not be 
produced if progesterone was administered, and they 
tended to regress if estrogen dosage were stopped. 
Gardner and Allen * were able to produce carcinoma of 
the cervix in certain strains of mice, but attempts to pro- 
duce fundal carcinoma in animals have been uniformly 
unsuccessful. This may be due to the inevitable develop- 
ment of an aseptic pyometra in experimental animals 
treated with large amounts of estrogen. 


THEORIES ON RELATION OF ESTROGENS AND 
ADENOCARCINOMA 

The estrogen-adenocarcinoma problem has _ been 
studied from a number of different angles, which are 
briefly summarized in the following paragraphs. 

Late Menopause.—A disproportionately high per- 
centage of women having a late menopause, with result- 
ant prolonged and often unopposed estrogen stimulation, 
is found among patients in whom adenocarcinoma later 
develops. In Randall’s ¢ series 35% of such patients had 
their menopause over 50 years of age, and Gusberg ° 
found the menopause most frequent between 52 and 54 
years in his study. In my recently published paper ° deal- 
ing with postmenopausal adenocarcinoma only, the 
average at menopause of 64 patients was 51 years, in- 
cluding 6 patients in whom menopause was induced by 
irradiation at much earlier ages. Certain authors (Hen- 
riksen and Murrieta * and Marshall *) disagree with the 
significance of a late menopause in such patients and 
belittle its importance. 

Castration.—Endometrial cancer developing after 
castration is rare, although a few cases have been re- 
ported. Indeed, Randall, Herrell,® Speert,° and others 
state they have never observed fundal adenocarcinoma 
to develop under such circumstances. Randall goes fur- 
ther in stating that he has never seen this disease where 
there is evidence of estrogen deprivation as manifested 
by vasomotor symptoms or senile vaginitis. Of course, 
one rarely leaves the uterus in a castrate woman today, 
but this policy has evolved in the last two decades. 

Unopposed Estrogen Stimulation —Many women in 
whom adenocarcinoma develops in postmenopausal 
years have had either a previous curettement showing 
hyperplasia or a history strongly suggesting previous un- 
opposed estrogen stimulation, or both. Randall, Gus- 
berg, and Speert have noted this, and the first two concur 
in feeling that this atypical history of bleeding increases 
the possibility of future adenocarcinoma by three and 
one-half times. Here again, there are many dissenters. 

Feminizing Ovarian Tumors.—The high incidence of 
adenocarcinoma (15 to 20% in most series) or hyper- 
plasia or both, in association with the estrogen-producing 
granulosa-cell and the comatous tumors of the ovary has 
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been discussed by many authors, including Ingraham 
and others,'! Novak '? and Masson, Dockerty, and Mus- 
sey.'* Despite Emge’s '* recent dissenting paper, this asso- 
ciation has always been regarded as the “spontaneous 
biological experiment.” 

Estrogen Therapy.—More and more cases are being 
reported in which there is a prolonged history of estrogen 
therapy and later development of endometrial cancer. 
About a year ago I reported such a case,'® at which time 
a review of the literature revealed about 15 well-authen- 
ticated cases and other questionable ones. In view, how- 
ever, of the widespread abuse of estrogens and the fre- 
quency of endometrial cancer, it would be unusual if the 
two did not, on occasion, coexist. 

Association of Hyperplasia and Adenocarcinoma.— 
Particularly germane to this paper is the high incidence 
of postmenopausal hyperplasia and adenocarcinoma that 
has been found to coexist by such excellent gynecologic 
pathologists as Taylor,'® Novak and Yui,'’ and others. 
On occasion, every gradation from a simple hyperplasia 
through more proliferative forms to frank adenocarci- 
noma may be found in the same patient, especially if the 
pathologist is discriminating though unprejudiced. This 
is particularly evident when there is a small lesion and 
when some intact endometrium is available for study. 

These then are the chief clinicopathological reasons 
why estrogen is under suspicion as a possible causal 
factor in the development of fundal cancer; it should be 
obvious that much of the work is not decisive and should 
not be regarded as more than suggestive. A recent publi- 
cation by Brewer and Foley ** has stressed the relative 
infrequency of fundal carcinoma and hepatic cirrhosis 
and has thus interdicted the earlier work of Speert.’® 
Estrogen is inactivated by the liver, and it might seem 
that a diseased liver, incapable of this function, would 
permit large amounts of estrogen to act upon the endo- 
metrium. However, estrogen is manufactured by the 
ovary, and unless unopposed estrogen is present, what 
does it matter if there is a competent detoxifying agent? 
There is no evidence that cirrhosis suppresses ovulation 
or progesterone formation, and many of Brewer and 
Foley’s patients were in the menstruating age. Other 
women were postmenopausal, but not all such patients 
are subject to large amounts of circulating estrogen. 
While we will agree that Brewer and Foley may have 
refuted the frequent coexistence of cirrhosis and adeno- 
carcinoma, it hardly seems justifiable to conclude that 
their study has diminished the credibility of the estrogen- 
endometrial carcinoma theory. 

Hyperplasia, which we know is estrogen-induced, is a 
purely pathological term, and there is no need to dwell 
on its clinical implications. It may be a diffuse process 
involving the whole endometrium, or it may be limited to 
a polyp. It is by no means rare to remove a uterus for an 
incidental cause (ovarian tumor or pelvic inflammatory 
disease) and to find small patches of hyperplasia in con- 
junction with a generally secretory pattern, a type of 
mixed endometrium. This might suggest that certain 
uteri contain patches of endometrium incapable of re- 
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sponding to progesterone and thus subject to continuous 
unopposed estrogen stimulation. If this is true, it might 
explain the well-known work of Jones and Brewer,’ who 
took issue with the estrogen theory by reporting a num- 
ber of premenopausal patients with a fresh corpus lu- 
teum, a secretory endometrium, and an adenocarcinoma 
of the body. We have seen more than one patient with 
a fresh corpus luteum and a premenstrual endometrium; 
in one discrete area, however, there is an area of hyper- 
plasia adjacent to an undoubted adenocarcinoma. 


POSTMENOPAUSAL HYPERPLASIA 

The typical hyperplasias of the menstrual era are rarely 
a pathological problem, but simple hyperplasia may also 
be seen many years after the menopause even in the ab- 
sence of estrogen therapy and with no evidence of a 
feminizing tumor. This is true even in surgically castrate 
women, and it is felt that an extraovarian focus, such as 
the adrenal, may be the source of the estrogen. In 1941, 
a study of postmenopausal endometria was made by 
Novak and Richardson,*' and almost one-half of these 
showed evidence of some estrogen activity, presumably 
adrenal in origin.’ Broders and Fahlund *° concur in the 
proliferative tendencies of the postmenopausal endo- 
metrium but do not feel that the endometrium associated 
with, but uninvolved by, adenocarcinoma shows any 
greater proliferative tendency than that of the normal 
postmenopausal patient. 


In 1948, Woll, Hertig, Smith, and Johnson *° pointed 
out the high incidence of ovarian stromal hyperactivity 
in association with fundal cancer. A confirmatory study 
was carried out this year by Mohler and myself. Our 
cases were limited, however, to postmenopausal patients 
with endometrial adenocarcinoma who had not received 
x-ray therapy.** We were impressed not so much by a 
diffuse stromal hyperactivity as by patchy areas of focal 
hyperplasia in which the postmenopausal cells appeared 
large, pale-staining, polyhedral, and seemingly identical 
with theca cells. Fat stains were used on only a few, 
and these were equivocal. Despite attempts to be ex- 
tremely critical, we found significant degrees of this 
ovarian stromal hyperplasia in 54% of 64 patients with 
adenocarcinoma and in 21% of a control group. One 
might well infer that the postmenopausal ovary is not 
always the functionless organ that it has been presumed 
to be. Perhaps it may be capable of rejuvenation, pre- 
sumably by the pituitary, and thus act to circulate estro- 
gen or similar steroids, although the available experi- 
mental evidence is against this hypothesis. In any case, 
the reason for stimulation by the pituitary is even more 
obscure, and we can do no more than theorize in this 
respect. 

We felt it might be interesting to study the histological 
picture in ovaries associated with a postmenopausal 
endometrial hyperplasia (eliminating cases that were 
apparently induced by estrogen therapy). It was at once 
apparent that just as a large percentage of women with 
fundal adenocarcinoma are obese, hypertensive, diabetic, 
nulliparous, and have a history of a late menopause and 
previous menstrual irregularities, so a large number of 
the women with spontaneous postmenopausal hyper- 
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plasia had similar characteristics. We have not completed 
our statistics on the ovarian histological studies, but it 
would seem that our small group of some 35 cases will 
show a rather high percentage of stromal hyperplasia 
with theca-like changes in the cells, suggesting a possible 
estrogenic function. The similarity in concomitant phys- 
ical findings as well as menstrual data in postmenopausal 
hyperplasia and adenocarcinoma certainly suggests that 
these conditions are simple variants of a similar and per- 
haps generalized metabolic process. Indeed it may imply 
that fundal adenocarcinoma may be only an exaggerated 
and advanced, though not inevitable sequence of post- 
menopausal hyperplasia. _« 


TREATMENT 

Only generalities can be laid down in the treatment of 
hyperplasia, for individualized treatment is a necessity. 
Typical hyperplasia in the menstrual era is never a prob- 
lem (this, of course, is not always true clinically). Post- 
menopausal simple hyperplasia is more worrisome; if it 
is not unduly active and there is no evidence of an ovarian 
tumor, at least two curettements seem indicated before 
hysterectomy, which generally reveals that the hyper- 
plasia has no invasive tendencies. Occasionally we find 
we have curretted around the base of a hyperplastic 
polyp without completely removing it, as mentioned re- 
cently by Scott.*® 

The more complex and active forms represent a much 
greater problem. The term “atypical hyperplasia” was 
coined in our laboratories, but the term “proliferative 
hyperplasia” seems more descriptive. Insofar as can be 
determined from photomicrographs, these adenomatous 
hyperplasias seem in no way different from what Speert *° 
refers to as the premalignant phase of endometrial can- 
cer, and they also resemble what Hertig and Sommers 
refer to as adenocarcinoma in situ. With all due respect 
to these excellent pathologists, we are not in complete 
agreement with their terminology. Epidermoid cervical 
cancer in situ is a distinct entity that one can see micro- 
scopically; if invasion of the stroma or lymphatics is 
present, it can be observed. Fundal adenocarcinoma is 
not a comparable disease. Curettement cannot show if 
myometrial invasion is present, and stromal invasion in 
the lower grades of adenocarcinoma is practically impos- 
sible to ascertain. All of us have seen many histological 
grade three or four tumors where hysterectomy shows 
no apparent myometrial involvement. Adenocarcinoma 
of the body is an entirely different type of cancer, often 
a notorious “surface rider,” and thus the term adeno- 
carcinoma in situ seems to us to be unjustified. 


In a few respects it seems permissible to compare cer- 
vical intraepithelial cancer and the equivocal forms of 
proliferative hyperplasia. There are few who doubt the 
validity of the lesion cervical carcinoma in situ and its 
capacity to progress into true invasive cancer. Yet the 
feeling grows that there are many similar morpholog- 
ically indistinguishable lesions that may regress to nor- 
malcy without radical treatment. Pregnancy affords the 
best-known example; infections have also been observed 
to produce hyperactive cervical architecture, and the as 
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yet uncertain role of the endocrine glands may prove to 
be a major one. Certainly pathologists see endometria 
with proliferative hyperplasia where a diagnostic curet- 
tement has resulted in apparent cure without recurrence 
for more than 10 years. In 1948, Novak and Rutledge 27 
pointed out the similarity between these proliferative 
hyperplasias and fundal adenocarcinomas and reported 
44 cases. Eighteen patients had curettement with or with- 
out irradiation castration. Although this is hardly the 
ideal treatment for even an incipient cancer, all patients 
have stayed well except one in whom fundal cancer de- 
veloped 15 years later. Of 26 patients having a simple 
total hysterectomy without. irradiation (following diag- 
nostic currettement), not one was found to have gross 
evidence of adenocarcinoma or microscopic evidence of 
myometrial invasion. 

Nevertheless, no one should belittle the potential im- 
portance of the proliferative hyperplasias, and there 
seems little doubt that they should be regarded cau- 
tiously. Previous mention has been made of the high as- 
sociation of postmenopausal hyperplasia with endome- 
trial adenocarcinoma (perhaps 25%); furthermore, 
there is no question that these active hyperplasias can 
and do progress to the point where even expert patholo- 
gists disagree as to their malignancy. In these cases, for- 
tunately, the problem is usually academic, for whether 
the hyperplasia is benign or malignant, hysterectomy is 
much the safest course. Preliminary irradiation is 
probably unnecessary and will spoil the pathological 
specimen. 

It is well established that genuine carcinoma may 
have been preceded by a curettement months or years 
before, at which time a proliferative hyperplasia was 
found. Speert,** Hertig and Sommers ** and, more re- 
cently, TeLinde, Galvin, and Jones *® have reported this 
sequence with substantial numbers of cases. Yet it would 
seem preferable to think of proliferative hyperplasia as 
potentially malignant rather than anything like adeno- 
carcinoma in situ. Speert has aptly stated: “Glandular 
hyperplasia of the endometrium is a common precursor 
of carcinoma, but carcinoma occurs in only a small pro- 
portion of women with endometrial hyperplasia.” In 
other words, the disease may frequently be a simple self- 
limited process that is apparently arrested by a curette- 
ment or perhaps is arrested spontaneously. Other 
identical cases may not regress and may ultimately unfold 
into genuine cancer. No one can predict which course 
will be followed or is able to recognize the earliest transi- 
tion from the questionably benign to the definitely malig- 
nant. Perhaps no pathologist will ever be able to accom- 
plish this any more than one can absolutely predict the 
prognosis of the potentially malignant group of ovarian 
papillary serous tumors; it would seem that histochem- 
ical differential stains, as yet undeveloped might be 
needed to give a final answer. 

This uncertainty regarding the outcome is justification 
for the operative procedure of hysterectomy in these 
equivocal cases. Although one may perhaps feel that a 
lesion is benign, he cannot be completely certain and will 
not jeopardize the patient by expectant treatment. It 
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would of course be scientifically ideal to follow a group 
of these proliferative lesions with no other treatment than 
periodic diagnostic curettement, but this would certainly 
entail considerable risk. In patients in whom the endo- 
metrial proliferation has not reached the extreme stage, 
repeat curettements at three or four months intervals 
seem feasible and should be mandatory in the rare young 
woman who shows an active hyperplasia. When the dis- 
ease is persistent and especially when it is increasing in 
atypia, hysterectomy is indicated for the safety of the 
patient and possibly the morale of the attending doctor. 


SUMMARY AND CONCLUSIONS 

A brief review is presented of the evidence for the 
view that estrogens may play an inciting role in the evolu- 
tion of adenocarcinoma. That exogenous estrogens can 
produce microscopic patterns indistinguishable from 
early endometrial cancer and that estrogens cause hyper- 
plasia would seem to leave no doubt. Yet even if we 
should accept as facts (1) that postmenopausal hyper- 
plasia is related to the development of fundal cancer and 
(2) that estrogens can produce this hyperplasia, it would 
still be an unjustifiable syllogism to conclude that estro- 
gens definitely cause adenocarcinoma. One must never 
forget the importance of the genetic and often-observed 
familial predisposition to cancer. This genetic factor is 
too prevalent to ignore, despite our ignorance as to how 
it works. Despite the lack of proof that estrogens play a 
definite role in the production of breast or fundal cancer, 
it would seem advisable to be particularly sparing in any 
use of estrogens when there is a strong hereditary back- 
ground of cancer. 


26 E. Preston St. 





Hormones in Elderly Patients.—It is agreed that hormones are 
not made in as large amounts in old age as in younger ages. 
One must determine whether such decrements cause trouble, 
and to explore the legitimate value of hormone supplements 
as well as to be conscious of the harm that they can produce. 
What good can be accomplished by the male-sex hormone in 
old men that cannot be accomplished by facing facts and 
improving physical fitness, even when cancer of the prostate 
is alleged to be absent? What are the indications for female- 
sex hormones in women apart from alleviation of meno- 
pausal distresses? The unregulated use of them in a few 
women has seemed to enhance their hypertension. Although 
the basal metabolic rate falls in aging people, myxedema is 
rare; what symptoms can be attributed to the hypometabolism, 
and which of them can be safely controlled by thyroid, grant- 
ing that coronary-artery disease and angina are not present? 
It appears to be wise to bring an elderly diabetic patient under 
insulin management slowly and to use as small doses as 
possible, because abrupt changes in blood sugar are not 
infrequently attended by coronary-artery or cerebrovascular 
accidents and because mental performance is more erratic in 
such patients vigorously treated. Particular caution must be 
exercised in administering ACTH and cortisone to old people 
because disasters due to salt and water retention and to the 
creating of hypertension are common. It is unfortunate that 
they have been extended to the general medical public while 
their therapeutic status in research clinics is not settled.— 
R. T. Monroe, M.D., The Effect of Aging of Population on 
General Health Problems, The New England Journal of 
Medicine, Aug. 13, 1953. 
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Voltaire allegedly once defined a physician as “one 
who pours drugs about which he knows little into a body 
about which he knows less.” Unfortunately, this some- 
what cynical definition still has a large measure of truth 
to it in that too often reactions that are neither anticipated 
nor desired make their appearance. It is the purpose of 
this article to consider the mechanisms by which cuta- 
neous side-reactions are produced. It is our impression 
that, as a rule, when a patient takes a drug and develops 
a reaction, cutaneous or otherwise, the glib assertion is 
made that the patient is allergic to the drug without any 
proof being brought forward to support the correctness 
of this designation. While there is no doubt that many 
reactions are based on allergic mechanisms, possibly 
oftener they are not; and we wish to emphasize the 
variety and pathogenetic diversity of the means by which 
cutaneous reactions can be produced. We consider the 
unthinking application of the tag “allergic” adds nothing 
to our knowledge and actually impedes progress by fail- 
ing to distinguish between pathogenetically unrelated 
conditions. 

At this point we should like to explain our use of the 
terms “reaction” and “side-reaction.” While this may be 
somewhat loose terminology, we shall employ the terms 
interchangeably to denote the development of signs or 
symptoms other than those intended, in other words, an 
effect other than the one for which the drug was given 
therapeutically. This label conveys no implication as to 
the means by which the reaction was produced; indeed, it 
is well to remember that many so-called side reactions are 
normal pharmacological effects of the drug in question, 
possibly developing at a slightly higher dose range. We, 
as already stated, will confine ourselves primarily to the 
cutaneous reactions. 

MECHANISMS 


Table 1 outlines various mechanisms by which cuta- 
neous drug reactions nray arise. We wish to state unam- 
biguously at the outset that certain of these mechanisms 
are quite speculative. Possibly still more pertinent is the 
fact that, even though there may not be any doubt as to 
the existence of a specific mechanism, the proof of its re- 
lationship to the development of a particular clinical 
entity may be exceedingly tenuous. It should also be real- 
ized that the line of demarcation between some of them 
is quite arbitrary. Further, many of the mechanisms are 
not mutually exclusive, so that a given clinical effect may 
develop in more than one way or actually may require 
the coexistence of more than one mechanism for its de- 
velopment. It should also be clear that certain of the con- 
ditions cited as examples of a given pathogenesis might 
be considered by others to be brought about by another. 
Finally, it is highly probable that there are mechanisms 
other than those given in table 1. 


MECHANISMS OF CUTANEOUS DRUG REACTIONS, ESPECIALLY 
TO ANTIBIOTICS 


Adolph Rostenberg Jr., M.D. 


James R. Webster, M.D., Chicago 







We wish it clearly understood that in table 1 the drug 
selected as an example of yielding a given clinical mani- 
festation is, as a rule, only one of many that could have 
been chosen to illustrate the point. For example table 1 
mentions penicillin as producing urticaria via an allergic 
reaction of the immediate type. It goes almost without 
saying that almost any drug known can produce urticaria 
by this means. With certain of the examples, e. g., ery- 
thema nodosum via a biotropic mechanism, there is con- 
siderably more constraint in the choice of a suitable drug, 
but in general there is quite some latitude in this regard. 
This article will make no attempt to enumerate all the 
drugs that could produce reactions by the mechanisms 
listed. We also wish to make it quite plain that the clin- 
ical manifestations given as illustrating a possible effect 
of a certain drug are not the only clinical effects that can 
appear after ingestion of that drug. This should be self- 
evident, as table 1 lists more than one manifestation for 
some of the drugs and such examples could have been 
multiplied many times. 

Following is our effort to define more explicitly what 
we mean by the various captions in table 1. We realize 
that we are not using certain of the terms in their strict 
pharmacological sense, but we are writing from the point 
of view of clinicians and for clinicians. We believe that 
the concepts as we state them have utilitarian value for 
this audience. 

Pharmacolagical Mechanism.—By the pharmacolog- 
ical mechanism is meant an effect that would develop in 
anyone who took the drug in adequate dosage for a suf- 
ficient length of time. In other words, there is a predict- 
able dose-response effect. Such relationships are the basis 
of modern quantitative pharmacology. We are employing 
the term to denote a cutaneous reaction that presumably 
for the above reasons is predictable, i. e., the physician 
can tell the patient that such and such will develop even 
though that was not the reason the drug was employed. 
This designation conveys no implications as to the means 
by which the effect was achieved, and hence this caption 
subsumes all types of pharmacological reactions in which 
there is a known dose-response relation. Table 1 gives 
two examples of this. Others are the gangrene after large 
doses of ergot and the yellowish discoloration of the skin 
caused by the ingestion of quinacrine (Atabrine). 

Enzymic Interference —For a proper understanding 
of the mechanisms by which cutaneous reactions are 
produced, it would be necessary to consider all the ways 
by which drugs achieve effects. This is obviously beyond 
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our scope and that of the paper. In view of this, certain 
of the captions, as this one, will be used in a large, gen- 
eral sense rather than in their more narrow, restricted 
pharmacological meaning. 

It is quite probable that many drugs produce their 
usual pharmacological effect by means of affecting an 
enzymic system. Wills * states: “Drugs altering the gross 
activities of cells must alter in some way the metabolic 
processes of those cells. It is an attractive hypothesis to 
say that they do so by selective toxicity for some enzyme 
involved in the intermediary metabolism of the affected 
cell. There is a certain amount of evidence in favor of 
this view. Many drugs have been found to alter enzy- 
matic activity; in some cases such effects can be used to 
explain in whole or in part the biological activity of the 
compound tested.” Danielli * also makes this point and 
considers in detail the various ways in which drugs and 
enzyme systems may interact. 

We are, however, distinguishing between this category 
and the preceding one, in that in this one the “enzymic 
interference” produces an effect neither anticipated nor 


TABLE 1.—Mechanisms by Which Cutaneous Drug Reactions 
May Develop 


Mechanism Drug Clinical Manifestation 
Pharmacological 
Acute Nicotinie acid Erythema 
Chronie Silver salts Argyria 
Enzymiec interference 
Competition Mercury Acrodynia 
Gold Seborrheic-like dermatitis? 
? Sulfonamides Light sensitivity 
Arsenic Keratoses 
Intolerance or idio- Iodides Nodose fungating lesions 
synerasy Bromides 
Allergic 
Immediate type 
Acute Penicillin Urticaria 
Chronie Sulfonamides Polyarteritis nodosa 


Delayed type 
Eezematous 
Bacterial 


Ex foligtive dermatitis 


Arsphenamine 
? “*Ids’”’? 


Barbiturates 


Shwartzman Purpuras 

Herxheimer Penicillin Dysidrosiform eruptions 
(penieillids) 

Ecologie Chlortetracycline Monilial overgrowth 

Biotropie Sulfathiazole Erythema nodosum 


desired. There are many ways (Danielli*) by which a 
drug can affect an enzyme system, but we shall mention 
only two, as these two seem to be the commonest in the 
production of side-reactions. A drug may “poison” a 
given enzyme system or the drug may compete with the 
system for a component so that the proper functioning 
of the given enzyme system is impaired. It is our impres- 
sion that such effects, while not too well understood, pos- 
sibly play a more important role in the genesis of various 
drug reactions than has hitherto been realized. In gen- 
eral, explicit knowledge about the enzyme system af- 
fected is lacking, but in a few cases there appears to be 
exact information. Thompson * in an interesting article 
dealing with the enzyme systems of the skin states: “The 
pyruvate oxidase enzyme system is therefore one of the 
essential enzymic components of the skin cells, and its. 
inhibition by compounds of gold, mercury, arsenic, and 
possibly other compounds also, affords a metabolic ex- 
planation of the skin lesions produced by these com- 
pounds.” It is possible that many of the cutaneous mani- 
festations that are ordinarily labeled as toxic fall here. 


DRUG REACTIONS—ROSTENBERG AND WEBSTER 






J.A.M.A., Jan. 16, 1954 


Hughes ° has speculated at some length on ‘such possi- 
bilities. When a drug produces a reaction by acting as an 
antimetabolite, we would also place it here in this cate- 
gory.° 

Intolerance and Idiosyncrasy.—Intolerance is defined 
as quantitative deviation in response to a drug in contra- 
distinction to idiosyncrasy in which there is a qualita- 
tively abnormal response. For example, ringing in the 
ears will develop in anyone if enough quinine is taken, 
but in some persons it will develop after ingestion of 
relatively small amounts of quinine. Such persons would 
be labeled as intolerant of quinine. The mechanism for 
such intolerance is not known. Occasionally certain dis- 
ease states cause patients with these diseases to be much 
more sensitive (intolerant) to specific drugs. An example 
of this is the sensitivity of patients with myasthenia 
gravis to tubocurarine cited by Pelikan, Tether, and 
Unna.’ From the point of view of cutaneous reactions, 
we do not know of any that clearly develop because 
of an intolerance; consequently, we shall consider this 
with idiosyncrasy, as some of the examples cited do not 
definitely fall into one or the other category. 

Idiosyncrasy is a word of ancient lineage in medicine 
but of difficult definition. Rolleston * in his interesting 
little monograph on “Idiosyncrasies,” has considered the 
history of this word and the various ways in which it is 
used. We define it as an inborn (though not necessarily 
evident at birth) susceptibility or predisposition to give 
a qualitatively abnormal response to a specific exogenous 
stimulus either chemical or physical, and such response is 
not based on an antibody mechanism. By the word “ex- 
ogenous” we propose to exclude abnormalities of the 
type that were collected by Garrod ° under the felicitous 
title of “Inborn Errors of Metabolism.” 

One of the known effects of inorganic arsenic is the 
stimulation of keratin formation. However, in some per- 
sons arsenic apparently, in smaller doses or in a lesser 
time, causes an excess of keratin to be formed in a con- 
dition we label as keratosis. We suggest that such persons 
have an idiosyncrasy (or intolerance) to arsenic in that 
they have an inborn predisposition to form excess keratin 
when they ingest arsenic. Turning to side-reactions from 
iodides and bromides, it is well known that the develop- 
ment of these is very capricious. Some persons apparently 
can tolerate huge doses for indefinite periods of time with 
impunity, whereas in others a variety of cutaneous mani- 
festations develop. Admittedly, the means by which these 
manifestations are produced is very uncertain, and in- 
deed it is possible that the various cutaneous lesions are 
brought about by different mechanisms. Many believe 
that some, if not all, of the reactions to bromides and 
iodides are based on an allergic mechanism. So far as 
we know, no evidence has ever been adduced to sup- 
port this view. To us the hypothesis of idiosyncratic or 
intolerant persons seems to fit better the known facts. 
It is reasonably well established that in all persons a cer- 
tain amount of these halogens is excreted via the seba- 
ceous glands and follicles. We postulate that there are 
inborn differences in the tolerance of sebaceous glands 
and follicles for the halogens. Some persons, because of 
their differences, have a low tolerance for these sub- 
stances and will react by developing the cutaneous mani- 
festations already alluded to. 
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Dragstedt,’® in an excellent article, discusses some of 
the nonallergic idiosyncratic mechanisms by means of 
which certain drug reactions may be produced. This 
article should be read in the original by all those inter- 
ested in this question. 

Allergy.—Allergy, in our opinion, is best defined as a 
specifically acquired alteration in the capacity to react, 
brought about by means of an antibody mechanism. It 
is our conviction that unless the term “allergy” is re- 
stricted to those phenomena that develop because of an 
antibody mechanism, it becomes so all-embracing a con- 
cept as to be meaningless. For example, the tolerances 
acquired towards alcohol, morphine, and other drugs are 
specifically acquired forms of altered reactivity and 
would come under the definition of allergy if the postu- 
late for an antibody mechanism were not included. On 
the other hand, it should be realized that demanding the 
existence of an antibody system does not necessarily 
mean that circulating antibodies be demonstrable. In fact, 
this demand requires some revision of conventional con- 
cepts regarding antibodies. 

Burnet *' has hypothesized that the specificity of anti- 
bodies arises because the antigen gets to the site of glob- 
ulin synthesis and there causes an enzymatic adaptation 
in the system concerned with the synthesis of globulin. 
As a consequence of the adaptation, the globulin manu- 
factured has certain changes imposed upon it, presuma- 
bly structural modifications, which are in turn evidenced 
as an ability to react with the material that originally 
caused the enzymatic adaptation, or, in other words, the 
antigen. Rostenberg and Brunner ‘* have gone one step 
further and have suggested that the essential basis of 
sensitization is the adaptation of an enzyme system. If the 
system in which the adaptation takes place is one con- 
cerned with the synthesis of globulin, then a consequence 
of the adaptation will be the formation of globulins with 
certain new properties; in other words, circulating anti- 
bodies will be demonstrable. If, however, the adaptation 
occurs in a system or cell not concerned with the synthe- 
sis of globulin, then circulating antibodies will not be 
demonstrable by conventional techniques; however, the 
cells in which the enzymic adaptation has taken place are 
capable of betraying their altered reactive capacities pro- 
vided proper test conditions are set up. Such conditions 
are the passive transference of the delayed type of al- 
lergic hypersensitivity by means of living white blood 
cells or the altered reactivity of the appropriate cells de- 
rived from an animal in whom the delayed type of reac- 
tivity exists when exposed to the antigen in vitro. 

It should be realized that there are two major sub- 
divisions of allergic sensitizations. The usual names given 
to the two subdivisions are the immediate and the de- 
layed types. These terms refer, of course, to the time re- 
quired for the allergic reaction to make its appearence 
in the already sensitized person when he again encoun- 
ters the allergen. In addition to the time at which the re- 
action appears, there are other important immunologic 
differences between the two types. As might be inferred 
from the preceding discussion, in the immediate variety 
circulating antibodies are usually present. These can as 
a rule be detected by means of a precipitin test or by pas- 
sive transference. In the delayed type circulating anti- 
bodies are not demonstrable. There are additional funda- 
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mental immunologic differences between the two types,'* 
but space does not permit us to consider these further. 
A final point worth stressing is that the two types are not 
mutually exclusive. Indeed, it is probable that when a per- 
son exhibits delayed type of sensitivity to a given anti- 
gen he also has an immediate type of sensitivity to the 
same material, but the reverse is not necessarily true. 

Considering the application of the two types to clinical 
entities, we wish to mention that allergic urticarial le- 
sions and “serum sickness” reactions arise because of an 
immediate type of sensitivity; on the other hand, allergic 
eczematous contact eruptions develop through a delayed 
type of sensitivity, as do also “id” reactions. Before leav- 
ing this subject, we should like to point out that clear un- 
ambiguous correlations between clinical manifestations 
and underlying theoretical immune mechanisms can on 
the whole not be made.** 


Shwartzman Reaction.—The Shwartzman phenom- 
enon is, we feel, a potentially important phenomenon in 
medicine in general that has not received sufficient at- 
tention as a possible explanation for various hemorrhagic 
cutaneous reactions.’* Very briefly, the Shwartzman 
phenomenon is a two-stage process in which the first 


TABLE 2.—Essential Features of Shwartzman Reaction 


Preparation 
Site of Injection Material Injected 


a. Into skin 


b. Into vascular system of an organ Bacterial products 
c. Into general circulation 
Incubation Period of 12 to 24 Hours 
Elicitation 
Intravenous injection Bacterial products 
Antigen-antibody 
complexes 


stage consists of preparing the tissue (in this discussion 
we shall confine our remarks to the skin) and the second 
stage consists of eliciting a reaction in the already pre- 
pared tissue. It has been shown that a wide variety of 
bacterial substances are capable of acting as skin pre- 
paratory factors. The essential features of the Shwartz- 
man reaction are shown in table 2. 

From the point of view of this discussion the important 
eliciting material is the antigen-antibody complex. An 
experimental sequence of events that illustrates its role 
in the production of the Shwartzman reaction is as fol- 
lows: 


1, Egg albumin is injected in one animal, and nothing is done to 
another animal. 


2. Three weeks later a Shwartzman preparatory filtrate is injected 
intradermally in both animals. 


3. ao final hours later egg albumin is injected intramuscularly in 
both. 


4. Four hours later a hemorrhagic necrotic lesion develops at the site 
that received the intradermal injection in the first animal, and no 
lesion develops at the site that received the intradermal injection 
in the other. 

It goes without saying that in many infections organ- 
isms and/or their products are rampant in the host and, 
could produce prepared cutaneous sites without yielding 
any overt sign. Assume then the patient is given some 
medication to which he has an allergic sensitivity by 
virtue of a previous exposure; an antigen-antibody re- 
action will ensue, which in turn is capable of provoking a 
hemorrhagic necrotic reaction in the prepared site. 
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Herxheimer Reaction —By a Herxheimer-like (also 
known as Jarisch-Herxheimer) effect is meant that a 
drug causes exacerbation of existing lesions or develop- 
ment of new ones, either because it too vigorously de- 
stroys the organisms for which it was used or because it 
has such a wide bactericidal spectrum that it kills many 
organisms besides the one for which it was used. In either 
case, in response to this wholesale slaughter, products are 
released that may be inherently toxic or to which the host 
may be allergically sensitive. In the former event, a non- 
allergic reaction arises because of the inherent irritancy 
of some of the released bacterial materials. In the latter 
case, an allergic reaction develops because of a sensitivity 
to the released micro-organismal allergens. It is our im- 
pression that some of the dysidrosiform eruptions seen 
after the giving of penicillin, which may be called 
“penicillids,” may fall into this category. It has been 
noticed that oftentimes on the readministration of peni- 
cillin patients do not again manifest this type of eruption. 
It has been asserted that they have become desensitized. 
We believe that this may be an erroneous interpretation. 
The probabilities are that an allergic sensitivity to the 
penicillin never existed. The eruption developed in the 
first instance either because the penicillin destroyed 
enough organisms to release materials to which the host 
was allergically sensitive and hence the reaction, or the 
released materials were toxic enough to cause a reaction. 
In either case, the reaction did not arise because of an 
allergic sensitivity to penicillin. The failure to manifest 
the reaction on readministration of the penicillin would 
be explained on the basis that the same flora no longer 
existed or was quantitatively so reduced that, when the 
penicillin was again given, the same bacterial products 
either could not be released or only in inadequate 
amounts. 

Ecologic Mechanism.—Ecology is an important divi- 
sion of the study of botany and zoology. By it, in brief, 
is meant a study of the individual in relation to its en- 
vironment. Specifically, when a plant is considered from 
the point of view of ecology, all of the following points 
are important: the climate and the soil of the area in 
which the plant grows and the other plants growing in 
that area, particularly plants of other species that are 
competing with it for an existence. The bacteriologist has 
become increasingly aware of the importance of inter- 
species competition, primarily because the antibiotics 
have brought such inter-relations very much to the fore- 
front.'® We are all aware of the increasing incidence of 
moniliasis in patients who have received antibiotics, 
especially broad spectrum antibiotics. That this is not 
just an academic issue is attested to by the rapidly mount- 
ing number of reports dealing with this problem. It is 
also not a complication to be taken lightly, as there are 
a growing number of cases in which such intercurrent 
infections have proved fatal.'® More recently it has been 
suggested that Proteus and Pseudomonas infections are 
likely to develop in patients who receive certain anti- 
biotics.’’ Now, while the exact explanation of these infec- 
tions cannot be stated with certainty, it would appear that 
a likely explanation is that the antibiotic, by virture of 
destroying certain organisms, has rendered conditions 
more propitious for the growth of others. It is well known 
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that many of the organisms mentioned can be found in 

everyone, seemingly living as harmless saprophytes, bu: 
under conditions of relatively unrestricted multiplication 
a saprophyte may assume pathogenic qualities. 

Biotropic Mechanism.—Formerly, “erythema of the 
ninth day” was seen not too infrequently when syphilis 
was treated with the arsphenamines. Various theorie 
were adduced to explain this syndrome, and we shall noi 
go into these here except to consider one of them, namely, 
the theory of biotropism of Milian.'* Milian, in brief, 
postulated that all bacteriocidal drugs have a dual effect: 
(1) a necrotropic effect and (2) a biotropic effect. By 
the necrotropic effect of a drug was meant its lethal action 
on certain micro-organisms. By the biotropic effect was 
meant that the same drug would have a stimulating effect 
on other micro-organisms. Thus, while a drug might be 
used for its necrotropic effect on a specific micro-organ- 
ism, one would inevitably get its biotropic effect on 
certain other micro-organisms that happened to be 
present. For example, Milian said that the scarlatiniform 
eruption seen after administration of the arsphenamines 
was not really scarlatiniform, but was actually scarlatina. 
In other words, the arsphenamine had caused latent 
Streptococcus scarlatinae to flourish. 

While most workers in this country did not agree with 
Milian’s views regarding the pathogenesis of erythema 
of the ninth day, in recent years there would appear to 
have developed some evidence for the theory of biotro- 
pism. Most so-called biotropic effects are probably ex- 
plainable on the grounds of an ecologic interference or 
imbalance such as was considered in the previous section, 
but some would appear to be examples of the phenome- 
non that Milian suggested. A case in point appears to be 
erythema nodosum developing after sulfathiazole ther- 
apy. The usual explanation that the erythema nodosum 
is an expression of the development of a sensitivity to the 
sulfonamide does not seem to be valid in that in many of 
these patients the efflorescence develops only after inges- 
tion of a specific sulfonamide, namely, sulfathiazole 
and not after ingestion of any other sulfonamide. It is 
reasonably well-established that with most allergic sulfon- 
amide drug eruptions there is a fair degree of cross 
reactivity. It has therefore been suggested by Doxiadis 
and McLean,’® Rollof,*° and others that the erythema 
nodosum seen after the ingestion of sulfathiazole is not 
an expression of a developing sensitization to the sulfon- 
amide, but rather an indication of a sensitization to a 
latent micro-organism that the drug has stimulated into 
activity. 

We do not propose to go into the morphology of drug 
eruptions, inasmuch as we believe this is adequately 
covered in many articles. Two good reviews were made 
recently by Beerman ** and Carr.** An excellent older 
review is that of Abramowitz.** We would merely like 
to point out that the appearances of drug eruptions are 
protean and bizarre. It is also more than likely that, with 
a better understanding of the mechanisms that we have 
discussed, more and more cutaneous manifestations will 
be shown to be caused by drugs, either directly or in- 
directly. It therefore behooves all physicians to have an 
exaggerated “bump of suspicion” regarding the possi- 
bility of any cutaneous lesion being a drug eruption. 


J.A.M.A., Jan. 16, 1954 
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REACTIONS TO ANTIBIOTICS 


It would scarcely be an over-statement to assert that 
antibiotics have assumed a leading position in the physi- 
cian’s armamentarium. Indeed they seem to have revolu- 
tionized, in the literal meaning of the word, therapeusis 
in that one now prescribes first and then attempts to 
determine what one has been prescribing for. We hasten 
to add that we decry this technique, but in a consideration 
of drug reactions it is well to realize the ubiquity of use 
and the casualness of attitude towards the prescribing 
of the antibiotics, especially the newer, broad spectrum 
ones. Parenthetically, it appears that the medical profes- 
sion is now beginning to reap its harvest from a popula- 
tion allergically sensitized to penicillin. It may, therefore, 
not be amiss to consider in some detail the various 
types of cutaneous reactions that have so far been re- 
ported developing as after antibiotic therapy. We should 
also like to predict that as yet undescribed ones and 
increasingly severe ones will make their appearance as 
more and more of the population become exposed. In 
view of the importance of the topic, we hope we will be 
pardoned if there is some repetition of matters already 
alluded to in a general way. 

We shall consider the cutaneous reactions to the anti- 
biotics according to the clinical patterns observed. We 
shall also endeavor, but, as will be seen, in a very imper- 
fect way, to correlate the various clinical patterns with 
specific theoretical mechanisms. 


CLINICAL VARIETIES 


Urticarial or Serum Sickness Type.—Clinical Charac- 
teristics: Clinical characteristics of the serum sickness 
type of reaction include more or less generalized urticaria, 
urticarial erythema, or multiform erythema-like erup- 
tion, which is occasionally associated with angioneurotic 
edema or purpura. Moderate to marked constitutional 
symptoms exist in patients with more florid eruptions. 
Recently an increasing number of acute fatal anaphylactic 
reactions have been observed after administration of 
penicillin.** 

Associated Considerations: In patients who have not 
previously received the medication, the onset of the erup- 
tion is delayed from a few to many days after the institu- 
tion of therapy. This is the incubation period for the 
sensitization. Once established, the eruption becomes 
rapidly worse if administration of the medicament is con- 
tinued. Symptoms may be promptly reelicited, after 
subsidence, by small doses of the antibiotic in question. 
This may be a very dangerous procedure and is not 
advised. Skin tests with the antibiotic in the earlier reports 
were often negative, but in more recent severer reactions 
both direct and passive transference tests have been 
positive. 

Antibiotics Associated with Serum Sickness: This 
manifestation has been associated with therapy with 
penicillin, streptomycin, chlortetracycline (Aureomycin), 
oxytetracycline (Terramycin), and chloramphenicol. 
Penicillin is, of course, the most important, but this may 
be merely a reflection of the far greater use of penicillin 
rather than an indication that it is inherently more anti- 
genic. We also believe that the parenteral use of a drug 
increases the likelihood of an allergic sensitization. There 
is also available much evidence that the forming of a 
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depot from which there is slow absorption favors the 
development of a sensitization. These reasons may also 
partly explain the lesser incidence with the last three 
antibiotics listed. 

Mechanism: This reaction would seem clearly to be 
a manifestation of the immediate type of allergic sensi- 
tivity. Penicillin or whichever antibiotic is involved acts 
as a hapten and conjugates with a body protein to yield 
the complete antigen. Circulating antibodies may be 
demonstrable. 

Erythema of the Ninth Day Type.—Clinical Charac- 
teristics: Clinical characteristics of erythema of the ninth 
day type include more or less generalized macular, macu- 
lopapular, morbiliform, rubeoliform or scarlatiniform 
eruptions, as a rule accompanied by very mild or consti- 
tutional symptoms or none at all. 

Associated Considerations: The reactions commonly 
appear 7 to 10 days after institution of the original course 
of therapy. Some patients have tolerated cautious con- 
tinuation of the antibiotic; the conditions of others have 
become progressively worse if medication was continued. 
In a few patients with this type of reaction the antibiotic 
has been readministered after recovery. Of these, some 
have had a recurrence of the eruption in a shorter time 
and with smaller dosage and others have had no recur- 
rence of the lesions.** In the few cases in which skin tests 
have been done, the results have been negative. 

Antibiotics Associated with this Reaction: Erythema 
of the ninth day type is reported to have occurred with 
penicillin, streptomycin, chlortetracycline, and chloram- 
phenicol therapy. 

Mechanism: It would appear that there may be two 
pathogenetic types of this reaction. Some are probably 
mild forms of the serum sickness type. Others seem to 
differ in regard to toleration of continuation of therapy 
and the failure to reelicit the eruption by readministra- 
tion of the antibiotic after subsidence. The latter instances 
may be examples of Milian’s biotropism or more likely of 
an ecologic interference. 


“Id” Type.—Clinical Characteristics: Clinical charac- 
teristics of “id” reactions include erythematovesicular, 
eczematoid, and desquamating eruptions, chiefly of feet, 
hands, and groins, associated with moderate subjective 
symptoms. They are rarely associated with constitutional 
symptoms. 

Associated Considerations: The onset is early in the 
course of treatment often within 24 hours. The eruption 
is markedly aggravated by continuation of the therapy. 
Many of the patients have a history and/or findings in- 
dicative of an antecedent dermatophytosis. A patient 
observed by one of us (J. R. W.) exhibited sensitivity of 
the tuberculin type to the antibiotic after subsidence of 
the eruption. This type of reaction has been reported 
with penicillin and chlortetracycline therapy. 

Mechanism: Various theories have been advanced to 
explain this type of reaction, but none of them is very 
satisfactory. This type has been seen mainly following 
penicillin therapy and the following discussion centers on 
this drug; however, it is obvious that many of the remarks 
apply equally to other antibiotics. First, it would seem 
to be definite that many persons with this variety of re- 
action have a delayed tuberculin type of sensitivity to 
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penicillin. Second, it is clear that this type of allergic 
response to penicillin can be demonstrated in persons 
who have never previously received penicillin.*° 

These facts bring two questions to mind: 1. Does the 
fact that a person has delayed tuberculin type of sensi- 
tivity to penicillin necessarily mean that he will have 
some sort of reaction when he is exposed to’ penicillin? 
2. If a person has never encountered penicillin, how can 
one explain the reactivity to it? 

As far as the answer to the first question is concerned, 
no unequivocal statements can be made, inasmuch as, 
to our knowledge, there has been no deliberate study of 
this point. However, it would appear likely that a person 
who has developed an allergic sensitization, as evidenced 
by the delayed type of reaction, would necessarily de- 
velop some sort of reaction when exposed to the antigen. 
Whether or not this reaction would be grossly evident 
would seemingly depend on quantitative factors, that is, 
primarily on the amount of penicillin he received. 

As far as the second point is concerned, various 
theories have been advanced, but there is not very much 
evidence to support any of them. First, most persons 
have been exposed to the mold Penicillium. It is theoreti- 
cally possible that some of the strains of Penicillium to 
which they were exposed were penicillin elaborators, and 
it may be because of this that they developed a sensitiza- 
tion to penicillin. Other theories are that there is a peni- 
cillin-like material in pathogenic fungi belonging to the 
Trichophyton genus. Because of the ubiquity of these, 
the sensitization to penicillin develops. It may, however, 
be pointed out that there is no good correlation between 
the delayed tuberculin type of sensitivity to penicillin and 
sensitivity to trichophytin. A final possibility is that the 
penicillin, when injected, tends to localize preferentially 
in preexisting areas of fungous involvement. If the patient 
is sensitive to the penicillin, the reaction will then pre- 
dominantly take place in such areas; hence the distribu- 
tion of the lesions and the pseudo-flare-up of preexisting 
fungous lesions. 

Fixed Eruptions.—Clinical Characteristics: Fixed 
eruptions consist of well-defined areas of erythema, 
edema, and scaling that subside slowly when the drug is 
withdrawn, leaving residual pigmentation. There is re- 
crudesence in the same areas on readministration. 

Associated Considerations: In one case patch tests on 
normal areas and intradermal tests on normal and in- 
volved sites were negative.*’ 

Antibiotics Associated with Fixed Eruptions: Fixed 
eruptions have been observed after administration of 
streptomycin, chlortetracycline, and oxytetracycline. In 
two cases on record the eruption, which was originally 
elicited with chlortetracycline, was reelicited in the same 
areas on administration of oxytetracycline.** All the evi- 
dence points to the fact that chlortetracycline and oxy- 
tetracycline are essentially the same molecules; hence 
it would not be surprising from the immunologic stand- 
point that they cross react. This type of eruption is so 
far much less frequent than the previous three types. 

Mechanism: We do not believe there is much that 
can be said about the immunologic background of fixed 
eruptions, whether they are brought on by an antibiotic 
or by one of the more usual causes, e. g., phenolphthalein 
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or a sulfonamide. These reactions are usually interpreted 
as allergic and, while we have no quarrel with that inter- 
pretation, we should like to emphasize that it is a purely 
speculative inference. 


Early Evanescent Eruptions after Large Initial Doses. 
—Clinical Characteristics: A reaction seen after large 
initial doses of antibiotics consists of evenescent macular, 
papular, and papulovesicular eruptions. They often ap- 
pear rapidly, with subsiding constitutional symptoms 
such as fever and even a shock-like picture. 

Associated Considerations: These eruptions appear 
soon after institution of therapy (often within 24 hours) 
if the initial dosage is large. The questions of previous ex- 
posure to antibiotics and other allergic sensitivities are 
not significant. There may be a history of chronic bac- 
terial infection such as chronic recurrent furunculosis. 
Symptoms usually subside quite promptly, even with 
continuation of therapy with the antibiotic. The symp- 
toms are not reelicited by subsequent therapy with the 
antibiotic. 

Antibiotics Associated with Early Evanescent Erup- 
tions: Parets °° mentions this type of reaction in connec- 
tion with chlortetracycline. One of us (J. R. W.) has en- 
countered it in a patient with recurrent furunculosis to 
whom 600,000 units of long-acting penicillin were ad- 
ministered. 

Mechanism: It would seem reasonable to ascribe this 
type of manifestation to a Jarisch-Herxheimer reaction. 
This phenomenon has been generally accepted as an ex- 
planation of the exacerbation of syphilitic lesions seen in 
treating that disease with potent spirocheticidal drugs. 
The same explanation could obviously apply in any con- 
dition where large numbers of organisms were suddenly 
destroyed, liberating either an antigenic or a toxic sub- 
stance. The early evanescent eruptions that subside dur- 
ing continuation of therapy we believe are explainable 
on this basis. 

We think it is important to be aware of this mechanism, 
inasmuch as there are several reports in the literature of 
what to us were reactions of this nature and then with 
subsequent administration of penicillin the reactions did 
not develop. It was asserted that these persons were al- 
lergic to the penicillin but had either become spontane- 
ously desensitized or deliberately so by some procedure 
that might have been employed. We think this concept 
is erroneous. If our views are correct, the persons ex- 
hibiting this type of reaction were never sensitive in the 
allergic meaning of the word, and the reason they did not 
have a reaction on readministration of penicillin is that 
adequate amounts of a suitable flora were not present. On 
the contrary, we feel that a patient who is truly allergic, 
that is, a person who has a serum-sickness type reaction 
from penicillin, will almost certainly have the same reac- 
tion again on readministration and possibly in a severer 
form. Consequently, it is important not to confuse the 
two types of reactions, because we do not believe that 
the truly allergic person can be desensitized, at least in 
any easy fashion, so that he would again tolerate peni- 
cillin. 

Eruptions in and About the Mouth.—Clinical Vari- 
eties: Eruptions in and about the mouth include ery- 
thematous and vesiculopapular eruptions of the buccal 
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and pharyngeal mucous membrane. The black, hairy 
tongue is rare.*° Maceration and fissuring at oral com- 
missures may occur, at times with associated dyssebacea 
in the nasolibial folds. 

Associated Considerations: Buccal and pharyngeal 
eruptions are often associated with varying degrees of 
discomfort. They may appear as early as 48 to 72 hours 
after the beginning of therapy. 

Antibiotics Associated with Mouth Eruptions: This 
type of eruption is seen especially in connection with the 
wide spectrum antibiotics It has also been seen with 
orally administered penicillin.** 

Mechanism: We believe many of the eruptions in and 
about the mouth develop because of an ecologic im- 
balance, a concept to be discussed more fully. 

Eruptions of the Anogenital and Other Intertriginous 
Areas.—Clinical Types: Eruptions of intertrig:nous areas 
may consist of slight erythema associated with severe 
burning and/or pain. Another type is eczematous derma- 
titis of the type commonly referred to as infectious ec- 
zematoid dermatitis. A third type consists of sharply de- 
fined red plaques with shiny, often weeping, surfaces. 

Associated Considerations: Patients not infrequently 
have diarrhea. Candida albicans are recoverable on cul- 
ture in ost of these cases. In some, especially those with 
red, shiny plaques, fungous elements may be demon- 
strated in large numbers in fresh preparations. In two 
cases of perianal eczematous dermatitis seen by one of 
us, patch tests with the antibiotic were negative, but 
Reiches ** states he has observed positive patch tests in 
such cases. The onset as a rule is rather early (48 to 72 
hours). Intertriginous eruptions have been associated 
with the broad spectrum antibiotics.** 

Mechanisms: The possibility of contact dermatitis due 
to the antibiotic cannot be excluded at this time. Inter- 
triginous eruptions and those in and about the mouth sug- 
gest the possibility of but are not pathognomonic of vita- 
min B (especially riboflavin) deficiencies and various 
forms of moniliasis. Another mechanism may be ecologic 
imbalance. 

ECOLOGIC RELATIONSHIPS 

We believe the concept of ecologic imbalance to be an 
important mechanism in the development of many of the 
reactions seen after antibiotic therapy. Inasmuch as it is 
a relatively new factor for consideration in therapeutic 
reactions, we feel that a slightly more detailed discussion 
of this problem is warranted. We shall, however, focus 
this discussion primarily on the genesis of the oral and 
anogenital lesions previously alluded to. 

Many and varied organisms are constantly present on 
the skin; others are present on mucous membranes and 
indirectly on the skin at mucocutaneous junctions. The 
existence, propagation, and pathogenicity of any one or- 
ganism is the result of several forces, some emanating 
from other organisms and some from what might be 
termed the resistive powers of the host. Various factors 
may disturb the existing balance, with a resultant as- 
cendancy of some organisms and the production of 
pathology. 

We are of the opinion that many of the eruptions in 
and around the mouth and in the anogenital region asso- 
ciated with antibiotic therapy and possibly some cases of 
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otitis externa are brought about by a disturbance of this 
balance. This is not an orginal idea. It has been specu- 
lated on, both affirmatively and negatively, in many pub- 
lications. 

Bacteriological examination has revealed an increase 
in the number of monilia in the gastrointestinal tracts of 
persons being treated with the broad spectrum anti- 
biotics. Yow ‘7 and others have reported the develop- 
ment of Proteus and Pseudomonas infections during anti- 
biotic therapy. To explain these observations, one or a 
combination of the following possibilities have been sug- 
gested. 

Direct Stimulation of the Micro-Organism.—It is 
certainly a theoretical possibility that the antibiotic 
would provide some factor essential for the growth 
of Monilia and other organisms, but Kligman,’'®* 
Lipnik and co-workers,'*® and Woods and associates '** 
have been unable to confirm this either clinically or ex- 
perimentally, and, at present, the consensus is against 
this hypothesis. This concept of the stimulation of certain 
specific organisms while the same agent is inhibitory 
towards others is, of course, identical with Milian’s theory 
of biotropism. 

Suppression of Competitors ——A suppression of nat- 
ural competitors, thereby allowing the organisms in ques- 
tion to flourish and multiply at an accelerated rate, may 
well be one explanation of the increase in number of 
ubiquitous organisms such as Monilia and Pseudomonas. 
We agree with Kligman *** and Lipnik and associates **” 
that one should be cautious of accepting the finding of 
increased numbers of Monilia in areas where they are 
normally found as proof that these organisms are the 
cause of any pathological lesion in such areas. Neverthe- 
less, we feel that when they are found in lesions of types 
that have been accepted as being caused by these organ- 
isms, the finding would appear to be etiologically signifi- 
cant. If then monilial organisms are demonstrated, as 
they have been, in fresh preparations from perléche le- 
sions and from well-defined shiny red plaques in the 
anogenital region, a diagnosis of moniliasis is tenable. The 
same comments apply to intertriginous inframammary 
lesions. If the lesions made their first clinical appearance 
after the patient had received a broad spectrum anti- 
biotic, it would appear that the only reasonable explana- 
tion is that the antibiotic favored excess proliferation of 
the organism in question to such a degree that it pro- 
voked a reaction on the part of the host, the reaction 
being, of course, the clinical lesion. 

Although there are as yet no reports in the literature 
involving Pseudomonas or Proteus infection on the skin 
associated with antibiotic therapy, we have seen two cases 
of acute otitis externa following treatment with chlor- 
tetracycline in which Pseudomonas organisms were read- 
ily recovered. Neither of these patients had had otitis 
previously, nor had either had a seborrheic diathesis.. 

Modification of Host Resistance-—Many observers 
have noted the similarity of oral and anogenital lesions 
that develop after therapy with broad spectrum antibi- 
otics to those associated with hypovitaminosis B, espe- 
cially riboflavin deficiency. This has generally been at- 
tributed to the destruction of synthesizing organisms in 
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the intestine. This idea has gained additional support 
from the fact that administration of vitamin B factors 
simultaneously with antibiotic appears to minimize the 
development of such lesions as well as the frequently ac- 
companying diarrhea. 

However, dissenters have pointed out that the lesions 
and symptoms usually appear much more promptly after 
institution of antibiotic therapy than is consistent with 
the development of a vitamin deficiency, and also that 
once they are established intensive vitamin therapy does 
not seem to help as long as the antibiotic is administered 
nor indeed for a while after cessation. These divergent 
points of view raise an interesting speculation, namely, 
that we may be dealing here with an enzymic interference 
mechanism leading to the development of a vitamin de- 
ficiency picture as suggested by Hughes ° in some cases 
of metal poisoning. 

Miscellaneous other possibilities that have been sug- 
gested include a change in pH as a result of alteration of 
gastrointestinal flora (Woods, Manning and Patterson '*“). 
Another possibility is that there are inhibitions of 
phagocytic activity in the host tissue.**” Perianal contact 
dermatitis may develop following oral administration of 
an antibiotic followed by a monilial invasion in an area 
of decreased resistance.** There may be local irritant ac- 
tion of the antibiotics in the mouth and perianal areas 
(Lipnik and associates **”). We have not seen it men- 
tioned, but it should appear obvious that attendant diar- 
rhea could produce a perianal dermatitis due to the action 
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of digestive enzymes, which might well be subsequentiy 
complicated by secondary invasion with various micro- 
organisms. 

Thus there are many interesting possibilities to ex- 
plain the troublesome mouth and anogenital lesions seen 
after the administration of chlortetracycline, oxytetra- 
cycline, and chloramphenicol and rarely with penicillin 
by mouth. It would appear that no one explanation tells 
the entire story. Some combinations of them may finally 
be accepted as the proper interpretation. 


SUMMARY 


A theoretical discussion of mechanisms by which 
cutaneous reactions to drugs can be developed has been 
given. It has been emphasized that allergy comprises only 
one of the possible pathogeneses for the reactions. Erup- 
tions that have been observed following systemic ad- 
ministration of antibiotics have been characterized clin- 
ically. Points considered important in their differen- 
tiation have been brought out. An attempt, admittedly 
imperfect, to correlate the clinical type with a patho- 
genetic mechanism has been made. It is felt that the de- 
termination of the type of eruption and the probable 
mechanism involved is necessary for a proper under- 
standing, so that appropriate therapy and rational ad- 
vice concerning the future management of the patient 
may be given. The great need for further study is ap- 
parent. 
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Adenoidectomy is generally considered to be a minor 
surgical procedure of little consequence. General practi- 
tioners, general surgeons, and pediatricians have felt, and 
still feel, perfectly competent to undertake this operation. 
The chief purpose of adenoidectomy is to alleviate nasal 
obstruction. And here it must be admitted that, when 
this is the only purpose, the operation even in the least 
skilled hands can be successful. The technique may be 
deplorable, yet the results may be amazingly good, For 
this paradox, nature is to be thanked. The natural process 
of recession accounts for the excellent results we see. But 
we see such results only in cases in which, to begin with, 
the complaint was nothing more than simple nasal 
obstruction. The record is not so good in patients present- 
ing a more complicated problem, such as sinusitis or 
otitis, or in patients in whom regrowth and hypertrophy 
develop after removal of the original obstructing mass. 
Remnants of tissue left behind in the fossa of Rosen- 
miiller or on the eustachean tube—and in “blind” 
adenoidectomy such remnants are almost invariably left 
by unskilled and even by skilled surgeons—such tags of 
tissue can and do undergo edema from infection, causing 
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recurrent tubal closure, with subsequent secretory or 
suppurative otitis media and ultimate hearing loss. Re- 
growth may occur and reproduce the symptoms for which 
the operation was originally undertaken. 

Challenged by these problem cases in which incom- 
plete removal or regrowth was recognized as the stum- 
bling block, otologists of inquiring mind began to think 
in terms of visualizing the surgical area. A great step 
forward in this direction was made when Yankauer intro- 
duced the tubular speculum. It permitted only limited 
visualization, however, and it remained for Lothrop in 
1914 to provide a retractor that made it possible to vis- 
ualize the nasopharynx and the structures in it. Together 
with the curet and the La Force adenotome, the palatal 
retractor made it possible for adenoidectomy to become 
a truly surgical procedure. 


ANATOMY 


The postnasal space, in its anteroposterior and trans- 
verse diameters, varies considerably in different persons. 
In children with high palatal arches, that part of the vault 
in relation to the superior portion of the posterior 
choanae may be very difficult to expose. The prominence 
of the bodies of the vertebrae vary, so that the lateral 
recess of the nasopharynx (fossa of Rosenmiiller) be- 
hind the tori may be deep or shallow. The amount of 
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lymphoid tissue present on the tori of the eustachean tube 
is amazing. The tori may be so flat that they make only 
a negligible prominence on the lateral wall, or they may 
be so prominent and so covered with lymphoid tissue or 
edematous membrane that, when the palate is lifted, they 
appear almost to touch each other, obstructing the pos- 
terior choanae. These anatomic details and variations 
cannot be appreciated and taken fully into account unless 
the palate is elevated and the area actually inspected. 


ANESTHESIA 


In performing adenoidectomy with the patient in the 
sitting position, anesthesia is as important as the surgical 
technique itself. When an intratracheal tube is used, there 
is little to worry about; the hypopharynx is packed, and 
there is no danger of bleeding into the trachea. When the 
anesthesia is administered through a mouth hook, how- 
ever, the responsibility for maintaining a clear airway is 
primarily the surgeon’s. Sitting in front of the patient, he 
is the one who will see as well as hear what is happening 
should blood enter the trachea. When a mouth hook is 
used, anesthesia should be just deep enough to oblate 
the pharyngeal reflexes sufficiently to permit good instru- 
mentation, yet not so deep that the patient cannot induce 
coughing or even vomiting within a matter of minutes at 
the operation’s end. When the pharyngeal reflexes are 
not sufficiently quieted, gagging will contract the pharyn- 
geal muscles, rolling the mucosa, and give an entirely 
false picture of the field. Active pharyngeal reflexes, 
moreover, do not permit the delicate control of the 
punches so necessary for trimming the lymphoid tissue 
from the tubes and the fossa of Rosenmiiller as well as 
from the lateral bands and pharyngeal wall. The final 
precaution of inducing coughing and vomiting before the 
patient leaves the operating table has saved me much 
anxiety; it permits me to inspect the area and control any 
bleeding that might be provoked by gagging and other 
postoperative activity. I have no use for “quick” anes- 
thetics. They do not permit adequate inspection of the 
surgical field so necessary for the control of bleeding. 


TECHNIQUE 


With the patient in the upright position, the surgeon 
sits facing him, so that his hands, if he is to carry out both 
tonsillectomy and adenoidectomy, are at a level per- 
mitting easy natural motions. I remove both tonsils before 
going on to the adenoid tissue, one tonsil at a time, con- 
trolling bleeding completely before removing the second 
tonsil. Some prefer to remove the adenoids first, pack the 
postnasal space, and then take out the tonsils, returning 
later to remove any remaining adenoid tags. I do not 
believe the order of procedure matters. If a hydraulic 
chair is used, the patient may be raised for adenoidectomy 
to a level where the surgeon can comfortably see into 
the postnasal space when the patient’s head is extended. 
Slight rotation of the patient’s head by the head holder 
will give the surgeon a free, full range of vision into the 
vault without forcing him into bodily contortions. 

When anesthesia is administered intratracheally, the 
danger of blood getting into the trachea can be effectively 
minimized by shutting off the hypopharynx with a 
uterine-type, saline-moistened pack once the tube is in 
place. When a mouth hook is used and no protection to 
larynx and trachea provided, the surgeon must be con- 
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stantly on the watch for any evidence of blood entering 
the trachea or larynx. An assistant should be on hand to 
sweep a curved suction tube constantly across the hypo- 
pharynx, leaving the surgeon’s hands free for his work. 
A Jennings or similar type of mouth gag that does not 
have a self-retaining tongue depressor should be used. If 
the palate is to be elevated to the maximum degree, there 
should be no counterpull against the retractor by pres- 
sure on the tongue; counterforce defeats the whole pur- 
pose of elevating the palate. If the tongue is in the way, 
as it is likely to be, the assistant will soon learn to hold 
the tongue down gently with the suction tip, at the same 
time clearing the hypopharynx of blood and secretions. 

Only experience will perfect one in the art of elevating 
the palate properly. To expose the torus, the retractor 
is placed laterally on the palate just above the tonsillar 
fossa and the wrist flexed. Slipping the lip of the retractor 
behind the torus and again flexing the wrist will beauti- 
fully expose the fossa of Rosenmiiller. To visualize the 
postnasal space in some cases requires extreme pressure 
on the palate. The ease with which the entire postnasal 
space can usually be exposed to view makes it inexcus- 
able for the otolaryngologist to carry out adenoidectomy 
in any but the careful and thorough manner possible only 
under direct visual control. Once the palate is elevated 
and the main mass of adenoid tissue inspected, it can be 
removed by several insertions of a sharp-bladed La Force 
adenotome of suitable size. A sharp adenoid curet, a 
good instrument under direct vision and in careful hands, 
can be used although I myself do not. 

Next, one inspects the eustachean tube, the lateral 
bands (salpingopharyngeal folds), and the fossa of 
Rosenmiiller. The surgeon who has never performed any 
but “blind” adenoidectomies has a surprise in store for 
him. A direct view of the anatomy of this region will 
make it at once clear to him why neither curet nor 
La Force adenotome alone can remove lymphoid tissue 
from this area. He will find that the fossa of Rosenmiiller 
varies widely in depth and in width. Sometimes the fossa 
is so deep that one cannot see the cutting edges of the 
instrument, no matter what retractor one uses. One learns 
to tell by the feel of the instrument when the recess has 
been cleaned of lymphoid tissue. In this area I use a no. 1 
ring punch, with a gentle, curved, sweeping motion of the 
instrument, opening and closing it repeatedly along the 
superior margin of the posterior nares as it blends with 
the upper portion of the fossa of Rosenmiiller. In the 
relatively few cases in which the surgeon cannot see the 
head of his cutting instrument, he may have to palpate 
this particular area for small tags. I want to say here that 
I utterly condemn as unsurgical the maceration of 
adenoid tabs by friction with a gauze-wrapped finger. I 
approve use of the finger only to palpate the vault, par- 
ticularly when the arch is so high that its uppermost 
portions cannot be seen even under direct inspection. To 
remove the lateral bands lying along the posterior pillar 
of the tonsil extending upward to the tube, one gently 
rolls the pillar laterally. The hypertrophied band of 
lymphoid tissue is then trimmed to the desired depth. I 
disapprove of sharp dissection or stripping of this tissue. 
Lymphoid nodules on the pharyngeal wall are removed 
with the small oval punch, cutting with the pharyngeal 
surface. Deep bites may produce unnecessary scarring. 
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Even under direct visual control, islands of lymphoid 
tissue will remain in the mucosa that may subsequently 
hypertrophy, for any of several reasons. Reinspection of 
patients in the course of a study made of postoperative 
adenoidectomies done under the best conditions has 
taught me that adenoid regrowth cannot always be pre- 
vented. I can state, however, that massive regrowth so 
common following blind adenoidectomy is very rare 
following direct adenoidectomy. 


REMOVAL OF RECURRENT GROWTHS 


The removal of recurrent adenoid growth makes 
greater demands on the surgeon’s skill than a first opera- 
tion. Owing to scarring, the tissues may be so firmly 
adherent to the pharyngeal wall that neither adenotome 
nor curet can remove them. Even after four or five 
sweeps into the vault, the adenotome basket may remain 
empty. This mass of tissue can be removed only by sharp 
punches. The curet is likely to strip the vault of its 
membrane and should not be used. Because of the bleed- 
ing, second removal is a time-consuming procedure that 
calls for great care and patience. If I find a large amount 
of irregular regrowth throughout the postnasal space, I 
always use an intratracheal tube with a hypopharyngeal 
pack to prevent blood entering the trachea, an extremely 
important precaution. If only a small amount of lymphoid 
tissue is present and one knows beforehand that relatively 
little work will have to be done, a mouth hook with a 
sweep-suction is adequate. 


CONTROL OF BLEEDING 
When the adenoid mass is being removed by the 
La Force technique, a sponge of the proper size, held 
with a sponge forceps, is placed in the hypopharynx. As 
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the instrument is removed, the sponge is quickly swept 
into the postnasal space and firmly held there to control 
bleeding. When it becomes saturated, it is withdrawn and 
a fresh sponge slipped at once into place. When the bleed- 
ing subsides sufficiently, the La Force adenotome is re- 
inserted for removal of the lateral portions of the mass. 
The palate is again elevated to bring into view the bleed- 
ing surface of the nasopharynx. Vessels are clamped with 
curved hemostats similar to those used in gallbladder 
surgery; these have a broad surface that take in consider- 
able quantities of tissue. A few minutes’ clamping will 
suffice; if not, it is maintained until all bleeding has 
stopped. 

With bleeding controlled, the remnants of lymphoid 
tissue remaining in the fossa of Rosenmiiller, on the tori, 
and-on the pharyngeal wall can be removed. As a final 
precaution, I paint the entire surface of the postnasal 
space with Garland’s solution (tincture guaiac, 25 cc.; 
tincture iodine, 25 cc.; and tincture benzoin compound, 
200 cc.) using a long, cotton-wound applicator. This 
solution has a good astringent effect, slightly discoloring 
the tissues so that any capillary ooze can be spotted at 
once and controlled. 

COMMENT 

I have described a technique that has given me great 
satisfaction, particularly when used for children in whom 
tubal closure with hearing loss was a recurring problem. 
Regardless of the specific purposes for which this tech- 
nique can be applied, it is high time for otolaryngologists 
to show the correct way to perform an adenoidectomy, 
thereby saving countless numbers of children the miseries 
of recurrence. 


20 Charlesgate West. 
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Twenty years ago, thoracic surgery was accompanied 
by such significant morbidity and mortality that many 
physicians were unwilling to have their patients subjected 
to operation except under the most desperate circum- 
stances. Since then, however, great advances in technical 
methods, refinements in anesthesia, the more widespread 
administration of blood to combat shock, and the use of 
antibiotics to prevent and control infection have led most 
physicians to adopt a more progressive attitude. Never- 
theless, there are still those of our colleagues who hesi- 
tate to advise surgical treatment because of vivid memo- 
ries of the poor results of thoracic surgery as practiced 
two and three decades ago. Our remarks concerning the 
surgical treatment of mediastinal tumors and infections 
are addressed primarily to the latter physicians, in the 
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hope that an awareness of the excellent results of modern 
surgical methods will cause them to abandon their pre- 
viously held conservative attitudes. 

One of the present-day deterrents to operation, aside 
from a misconception of the dangers involved, seems to 
be the fear of permanent anatomic deformity and respira- 
tory “crippling.” Often the thoracic surgeon, in his de- 
sire to obtain adequate exposure of the lesion at the 
operating table, makes an unnecessarily large incision 
and accompanies it by the removal of long segments of 
one or more ribs. The making of such incisions frequently 
results in significant loss of blood, especially if it is nec- 
essary to divide the dorsal musculature of the upper por- 
tion of the trunk. Secondly, the use of large incisions 
prolongs the operative procedure if all divided anatomic 
structures are carefully reapproximated during the clo- 
sure of the wound. In the third place, the freely divided 
heavy muscles of the shoulder girdle frequently require 
considerable time to heal solidly, thereby delaying the 
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patient’s return to work, especially if his occupation re- 
quires a significant degree of vigorous arm or shoulder 
motion. Fourthly, large incisions leave more prominent 
scars, which are particularly distressing to women. Next, 
the removal of long rib segments often results in signifi- 
cant “depression deformities” of the thoracic cage. In 
addition, in growing children, extensive rib resection 
not infrequently is followed by the gradual development 
of scoliosis or kyphoscoliosis. In some instances, such 
deformities may be extreme. Finally, the use of long in- 
cisions accompanied by liberal rib excision, especially if 
the wound is located posteriorly, often is accompanied 
by considerable postoperative discomfort. 

During World War II, one of us (A. S. W. T.), a con- 
sultant in thoracic surgery in the European Theater of 
Operations, had the responsibility of returning wounded 
military personnel to duty as rapidly as possible, es- 
pecially during certain periods when the shortage of 
fighting men was critical. He attempted to accomplish 
his purpose by making surgical incisions as small as pos- 
sible commensurate with adequate exposure of the intra- 
thoracic lesion. Such approaches, coupled with rib di- 
vision and replacement at the conclusion of operation, 
and the use of selectively placed incisions, resulted in 
appreciably lessened anatomic deformity and “thoracic 
crippling,” more rapid convalescence, and an earlier re- 
turn to full military duty. After the war, the above prin- 
ciples were applied to civilian thoracic surgical practice 
with gratifying results. 


MEDIASTINAL TUMORS 


One of the reasons for the conservative attitude held 
by some physicians concerning surgical extirpation of 
mediastinal tumors appears to be the belief that, inas- 
much as many such tumors are benign, a policy of 
“watchful waiting” can do no harm. Unfortunately, this 
frequently is not the case. In the first place, a certain pro- 
portion of benign lesions undergo malignant degenera- 
tion, especially in the case of teratoid and thymic tumors. 
(There is nothing more tragic than to observe such initi- 
ally small anterior mediastinal tumors gradually increase 
in size and to find at operation that they have infiltrated 
the surrounding structures.) Secondly, benign tumors 
that are permitted to become excessively large may give 
rise to such severe respiratory distress or right heart fail- 
ure that death occurs, or operation becomes dangerous. 
In the third place, a benign tumor may enlarge in such 
a manner as to surround, or insinuate itself between, the 
major vessels of the thorax, thereby rendering removal 
of the mass difficult or impossible. Finally, some long- 
standing congenital posterior mediastinal tumors, in ad- 
dition to resulting in the above complications, are asso- 
ciated with marked kyphoscoliosis. For all of the fore- 
going reasons, and also because treatment of benign 
tumors in their early stages yields a very high incidence 
of cure, prompt surgical attention to such lesions is 
indicated. 

Radiotherapy.—At this juncture, a brief discussion of 
the role of radiotherapy in the treatment of mediastinal 
tumors may be of value. Some physicians, in their desire 
to have patients avoid surgery, routinely recommend 
radiation. Only if the latter proves ineffectual do they 
refer patients for operation. While at times such a course 


MEDIASTINAL SURGERY—TOUROFF AND SELEY 231 


of action does nothing more than delay surgical therapy, 
on other occasions it has more serious consequences. 
Undue delay incurred by prolonged ineffectual radio- 
therapy may permit a benign tumor to undergo malig- 
nant degeneration or may result in enlargement of a 
benign tumor to such a degree as to render its subsequent 
removal more difficult or hazardous. The mediastinal 
tumors that respond to radiation therapy are chiefly 
those of lymphatic origin such as Hodgkin’s disease and 
lymphosarcoma. Such lesions usually are located in the 
anterior and middle mediastinum, frequently extend into 
both sides of the chest, and have fairly characteristic 
lobulated contours, often with ill-defined borders. When 
there is strong evidence that the tumor in question is not 
of lymphatic origin, radiotherapy should be avoided for 
reasons already mentioned; however, should there be 
some suspicion that one is dealing with a lymphogenous 
mass, the use of radiation therapy is permissible with 
certain provisos. It is generally agreed that, if a tumor is 
of lymphatic origin, the response to adequate radiation is 
fairly prompt. Thus a so-called trial of radiation usually 
consists of the administration of a total of 2,000 to 
3,000 r in air (equivalent to approximately 1,000 to 
1,500 r delivered to the tumor). Treatment, consisting 
of the administration of about 300 r in air every other 
day, should be continued for two to three weeks. If the 
tumor is radiosensitive, there will be clear evidence of 
shrinkage within a period of another two to three weeks. 
Thus, an adequate trial of radiation should not consume 
more than four to six weeks. If the tumor fails to demon- 
strate evidence of shrinkage within that period, further 
radiation should be abandoned and the patient subjected 
to operation without further delay. Incidentally, tumors 
that respond to radiotherapy usually are held in check 
only temporarily and eventually prove fatal. 

Principles of Surgical Treatment.—The first requisite 
of surgical treatment of mediastinal tumors, along the 
lines already outlined, consists of localizing the intra- 
thoracic mass precisely. This is accomplished by taking 
first a roentgenogram in the conventional posteroanterior 
position. The next step is to take a lateral view with the 
cassette* placed against the hemithorax containing the 
lesion, i. e., right or left lateral position. Should the lat- 
eral film reveal the intrathoracic lesion to be located in 
the posterior half of the hemithorax, a third film (antero- 
posterior) will reveal the details of the mass more clearly 
than the original posteroanterior film. Films should al- 
ways be made with the patient in the upright position. 
The relationship of the intrathoracic lesion to the adja- 
cent rib cage and to the midline of the thorax should be 
noted carefully, for the information thus obtained serves 
as a guide to the placement of the operative incision. 

It is our custom to place the incision in such a posi- 
tion as to give the most direct approach to the tumor, and 
we are unalterably opposed to the routine use of the 
posterolateral incision employed by some surgeons re- 
gardless of the location of the tumor. Thus, we employ 
anterior incisions for lesions situated primarily in the 
anterior half of the chest and posterior incisions for tu- 
mors situated in the posterior half. We approach lesions 
situated essentially in the middle mediastinum through a 
posterior incision. The use of incisions placed as close 
as possible to the tumor permits the incision to be rela- 
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tively small. In general, the smaller the incision, the less 
the postoperative pleural reaction and outpouring of 
fluid into the pleural space from the incision in the tho- 
racic parietes. Small incisions result in relatively small 
scars, a fact that is appreciated particularly by women. 
In making an anterior approach in female patients, we 
usually employ a submammary incision placed in the 
crease between the under surface of the breast and the 
adjacent chest wall. This usually overlies the fourth inter- 
costal space or fifth rib and is ideal for anteriorly situated 
tumors that are located near the diaphragm. In lesions 
located anteriorly at a higher level, the breast is mobil- 
ized in an upward direction and the pleural cavity en- 
tered in the intercostal space that lies over the center of 
the tumor mass. 

Once the pleural cavity is entered through the rela- 
tively small anterior intercostal incision, the tumor is pal- 
pated with the examining finger. The next step is to divide 
the costal cartilage either above or below the intercostal 
space in question. The freed rib then is retracted and as 
much of the tumor visualized as possible. If necessary, 
an additional costal cartilage, either above or below, is di- 
vided. When an unusually large tumor is present, another 
costal cartilage may have to be divided. The usual 
submammary incision begins at the lateral border of the 
sternum and commonly extends to the lateral border of 
the pectoral muscles. Thus far, we have been able to re- 
move even the largest anterior mediastinal tumors 
through an intercostal incision that is combined with di- 
vision of not more than three costal cartilages. Should 
the initial incision prove inadequate for removal of a 
tumor, the former can be enlarged readily. We do not 
hesitate to enlarge an incision when necessary, but thus 
far we have had no occasion to extend any anterior ap- 
proach beyond the line of the mid-axiila. In males, the 
incision is placed directly over the mass, avoiding only 
the nipple in the latter area. The actual technique of re- 
moving the tumor does not differ from that commonly 
employed. We appreciate that our type of exposure is 
not so wide as that afforded by a liberal incision accom- 
panied by the removal of one or more ribs. However, 
although we may be at some slight disadvantage in re- 
gard to surgical exposure, we have found the exposure 
afforded by the incision described to be adequate in most 
instances. After the tumor has been removed, each di- 
vided costal cartilage is carefully reunited with a single 
heavy silk suture. The thoracic wall then is accurately 
closed in layers. 

When the tumor is located in the middle or posterior 
mediastinum, our incision is placed posteriorly over the 
intercostal space that lies closest to the center of the 
lesion. The skin incision begins at a point immediately 
lateral to the transverse process of the vertebra and ex- 
tends laterally for a distance that depends on the size of 
the tumor. When a small paravertebral mass is present, 
the skin incision usually does not exceed 5 in. (12.5 cm.) 
in length. The pleural cavity is entered through the un- 
derlying intercostal space and explored with the finger, 
as described previously. The rib immediately above or 
below is divided at a point just lateral to the transverse 
process. It then is retracted as much as possible in order 
to permit visualization of the tumor. Additional ribs, 
either above or below, are similarly divided if necessary. 





J.A.M.A., Jan. 16, 1954 


Should the skin incision prove too short to permit ade- 
quate retraction of the divided ribs, it is lengthened as 
required. In the case of unusually large tumors, the in- 
cision may extend from the paravertebral region to the 
posterior axillary line or mid-axilla. After the tumor has 
been removed, small drill holes are made in the divided 
ends of the rib or ribs. The ends then are carefully ap- 
posed and fixed with stainless steel wire or heavy silk 
that is passed through the drill holes. Thus, at the com- 
pletion of the intrathoracic portion of the operation, the 
integrity of the thoracic cage is restored. We have not 
encountered a single instance of postoperative scoliosis 
since employing this technique and believe that the ac- 
curate reposition of all divided ribs is an important 
factor in preventing such deformity. 

During the 10 year period in which we have employed 
the small, selectively placed incisions described, we have 
noted a significant reduction in postoperative discomfort 
and a shortening of the convalescent period of our pa- 
tients. Postoperative pleural effusions have been less 
extensive than noted previously. Reduction of pain fol- 
lowing operation has been especially notable in cases in 
which the anterior approach was employed. This is ex- 
plained readily by the fact that the patient is not forced 
to lie on the wound as is the case when posterior incisions 
areemployed. In females, the healed submammary wound 
often is barely visible. In cases in which an anterior 
mediastinal tumor extends well into both pleural cavities, 
we usually perform the operation in two stages, removing 
as much of the tumor as possible through one pleural 
cavity and removing the remainder through the opposite 
pleura at a later date. In no instance have we found it 
necessary to split or resect the sternum. Furthermore, 
we have never observed the unfavorable clinical features 
of paradoxical respiration that often are seen following 
incisions that include removal of long segments of under- 


lying ribs. 
MEDIASTINAL INFECTIONS 


Mediastinal infections may be derived from (1) ex- 
tension of pleural suppuration, usually secondary to in- 
fection of the lung; (2) downward extension of severe 
parapharyngeal infection, especially in children; (3) 
osteomyelitis of the vertebrae; and (4) perforation of the 
esophagus. The first three of the above sources of medi- 
astinal infection have become of decreasing importance, 
for all types of severe infection are becoming less and less 
common as the result of widespread use of the many anti- 
biotics presently available. Thus, perforation of the 
esophagus remains as the commonest potential source 
of infection of the mediastinum. Esophageai perforation 
may be due to swallowed foreign bodies or may result 
from trauma during endoscopy. The vast majority of 
perforations of the esophagus, whether instrumental or 
by foreign body, involve the cervical portion of the organ, 
usually in the area immediately below the level of the 
cricopharyngeus. Infection of the retroesophageal tis- 
sues then may extend downward into the posterior medi- 
astinum. Perforation of the thoracic esophagus resulting 
in mediastinitis most commonly is the result of instru- 
mentation. 

Cervicomediastinal Infection. — Cervicomediastinal 
infections fall into two major groups. In the first group, 
the infection results from free perforation of the esoph- 
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agus by an ingested foreign body, most commonly a 
meat or chicken bone, or by a rigid instrument such as an 
esophagoscope or gastroscope. Large perforations of the 
cervical esophagus in the region below the cricopharyn- 
geus usually are accompanied by escape of air and gas 
from the hypopharynx into the surrounding soft tissues. 
[he resulting infection is most frequently of an anaerobic 
type, and downward spread of infection into the posterior 
mediastinum, via the retroesophageal space, is an ever- 
present danger. As the patient makes swallowing move- 
ments, more and more air is apt to be forced into the sur- 
rounding soft tissue planes of the neck, giving rise to the 
crepitation that is so characteristic of the condition. In 
certain cases, the amount of air that escapes from the 
esophageal opening increases so rapidly that the tissues 
of the neck, face, and upper chest quickly become dis- 
tended and crepitant. Roentgenograms of the neck and 
chest, made with the patient in the conventional antero- 
posterior and lateral positions, disclose the presence of 
air in the superficial soft tissues of the neck and upper 
chest, cervical retroesophageal space, and mediastinum. 
The characteristic film of the chest reveals air in the 
mediastinum. The latter is best seen in the anteropos- 
terior film. Without going into details of pathology and 
symptomatology, it can be said that the presence of 
increasing amounts of air under pressure in the upper 
mediastinum opens up pathways that facilitate the down- 
ward extension of infection. 

In those instances in which emphysema of the neck 
and upper chest is increasing rapidly, operation should 
be performed without delay in order to forestall the de- 
velopment of serious descending anaerobic infection of 
the posterior mediastinum. The operative procedure is 
performed with the patient under local anesthesia and 
is well tolerated. It consists of making an incision parallel 
to the anterior border of the sternomastoid muscle, 
extending from the suprasternal notch to a point shortly 
below the mastoid process on the side of the neck that 
presents the maximum tenderness and swelling. The 
sternomastoid muscle and great vessels are retracted 
laterally and the presenting lobe of the thyroid mobilized 
and retracted medially, thereby exposing the cervical por- 
tion of the esophagus and hypopharynx. Inspection of 
these structures usually discloses the perforation; and, 
frequently, if the perforation is due to a foreign body, the 
latter can be readily seen and removed. Often, a localized 
abscess containing foul-smelling pus is encountered. If 
the site of perforation cannot be determined because of 
the presence of necrotic tissue and debris, the patient is 
instructed to swallow a small mouthful of water stained 
with methylene blue. As the fluid is swallowed, it issues 
from the esophageal perforation almost at once. After 
any abscess that may be present is evacuated, the edges 
of the esophageal ‘perforation are loosely approximated 
with a few absorbable surgical sutures. A small packing 
soaked in penicillin solution then is placed in the retro- 
esophageal space and packed downward for a short dis- 
tance in order to wall off the lower mediastinum and 
prevent downward seepage of infected material. A sec- 
ond penicillin-soaked packing is placed in the abscess 
cavity against the sutured esophageal perforation. Both 
packings are brought out through the lower angle of the 
wound. The wound itself is closed loosely with a single 
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layer of sutures that unite only the edges of the skin and 
subcutaneous tissues. A long nasal catheter or Levin 
tube is passed into the stomach or lower esophagus 
before the wound is closed, in order to make sure that 
the tube extends beyond the site of perforation. It is left 
in situ. 

Postoperative care consists of administering penicillin 
in adequate dosage and feeding the patient through the 
nasal tube only. Immediate ambulation is encouraged. 
The postoperative care of the wound consists of gradually 
shortening the packing that lies against the perforation 
and removing it at the end of approximately one week. 
In the meantime, the lower packing that protects the 
mediastinum is not disturbed. By the time the upper 
packing is removed, the mediastinum is well sealed off, 
and the lower packing then may gradually be removed by 
shortening it daily for the next three or four days. The 
patient is fed through the indwelling nasal tube for 
approximately 10 days, after which the tube is removed 
and the patient placed on a high-caloric fluid diet. Should 
slight leakage of esophageal contents continue after the 
packings have been removed from the wound, healing 
is facilitated by reintroducing the nasal tube and con- 
tinuing tube feedings for another week or so. It is to be 
emphasized that even though a skillful endoscopist may 
remove a large foreign body that has perforated the wall 
of the cervical esophagus, the infection present outside 
the esophagus is potentially of a most serious nature. 
Reliance on antibiotics to control such infections when 
more and more air is being forced into the perieso- 
phageal tissues is hazardous and is mentioned only to 
be condemned. The surgical procedure described con- 
trols such infections promptly and offers the maximum 
protection against downward extension of the infective 
process into the lower posterior mediastinum. 

The second major type of cervicomediastinal infection 
results from small perforations of the organ by ingested 
foreign bodies or instrumentation. In such cases sub- 
cutaneous emphysema, due to the escape of air from 
the hypopharynx or esophagus, does not occur or is 
minimal. In contrast to the marked inflammatory edema 
of the esophageal mucosa that often prevents the endos- 
copist from visualizing and extracting large foreign 
bodies that have lodged in the wall of the esophagus, the 
inflammatory reaction here is considerably less, and the 
foreign body often can be extracted. If infection is due to 
a small instrumental perforation, the latter seldom can 
be detected on subsequent esophagoscopy. In the absence 
of the continuous forcing of air into the tissues that 
invites spread of infection beyond the confines of the 
esophagus, conservative treatment may be pursued with 
reasonable chance of success. However, should fever 
persist and swallowing become more difficult and local 
tenderness more marked, the surgical treatment already 
described is recommended. 

Posterior Mediastinitis—The use of antibiotics has 
practically eradicated the danger of suppurative posterior 
mediastinitis resulting from intrathoracic suppurative 
disease. As a result, infections of the lower mediastinum 
are rare; however, such infections occasionally are en- 
countered as the result of slow erosion of an esophageal 
neoplasm or sudden instrumental perforation. Under the 
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former circumstances the infective process is apt to take 
the form of a localized abscess that is most effectively 
treated by posterior extrapleural mediastinotomy. Care- 
ful localization, by means of anteroposterior and lateral 
roentgenograms, gives the clue to the precise level of the 
mediastinal abscess in relationship to the posterior ends 
of the ribs. The operative procedure consists of making 
a small, accurately placed, paravertebral incision over 
the abscess. The appropriate transverse process and a 
short segment of the adjacent rib are removed. Next, the 
underlying pleura is carefully stripped away in a direc- 
tion toward the vertebral column. In this manner, the 
posterior mediastinum is entered and the abscess exposed 
and evacuated. Drainage is provided by lightly packing 
the abscess cavity and superficial wound with gauze 
soaked in penicillin. 

When the lower esophagus is inadvertently perforated 
by the endoscopist, the instrument often enters the 
pleural cavity. The reason for this is that the thoracic 
portion of the esophagus lies superficially within the 
posterior mediastinum and is covered only by the medi- 
astinal pleura. Thus, an instrument that traverses the 
esophageal wall often pierces the overlying thin layer of 
pleura. The result usually is the production of a pneumo- 
thorax that develops rapidly and not infrequently is of 
the “tense” variety. Pleural effusion of varying degree 
almost always follows. Such a situation calls for prompt 
action because of the danger of anaerobic infection of 
the pleura from organisms within the esophagus. Before 
the advent of antibiotics, instrumental perforation of the 
lower esophagus frequently ended fatally for the patient. 
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Modern therapy consists of prompt institution of 
closed drainage of the chest to overcome the effects of 
the pneumothorax and to remove any fluid that may 
have accumulated. Massive doses of penicillin should be 
administered. Leakage from the esophagus into the 
involved pleura may be minimized by passing a Levin 
tube into the stomach and leaving it in place for purposes 
of feeding. Suction applied to the drainage tube hastens 
reexpansion of the lung. Frequently the prompt institu- 
tion of the therapy outlined above prevents the pleural 
fluid from becoming infected. If the esophageal perfora- 
tion is small, it often heals spontaneously, and the patient 
recovers promptly. On the other hand, if surgical treat- 
ment is delayed, frank empyema often develops. In the 
presence of the latter condition, spontaneous healing of 
the esophageal perforation occurs rarely. If empyema 
and persistent esophageal leakage are present, treatment 
consists of thoracotomy, drainage of the pleural in- 
fection, and loose suturing of the rent in the esophagus. 
In our opinion, the best type of drainage in such cases is 
afforded by packing the empyema cavity. This not only 
results in prompt “cleaning up” of the empyema but also 
accelerates healing of the esophageal tear. 

The best results of treatment of any type of perforation 
of the esophagus, regardless of the location of the lesion, 
will be obtained only if therapy is applied promptly. In 
our personal experience, employing the principles of 
surgical therapy outlined, we have not had any mortality 
thus far and recovery has been uninterrupted in each 
instance. 


994 Fifth Ave. (28) (Dr. Touroff). 





EVALUATION OF ENDOCRINE THERAPY FOR ADVANCED 
BREAST CANCER 


Olof H. Pearson, M.D., Charles D. West, M.D., Vincent P. Hollander, M.D. 


Norman E. Treves, M.D., New York 


Certain alterations in endocrine balance have been 
shown to constitute effective palliative therapy for some 
patients with breast cancer. Surgical castration, adrenal- 
ectomy, administration of estrogens, and administration 
of androgens have been demonstrated to produce ob- 
jective remissions in some patients, whereas in other 
patients the treatment is without effect or may actually 
accelerate the growth of the neoplasm. Weeks or months 
of clinical observation are usually required following a 
given therapeutic procedure to determine whether the 
desired effect is being obtained. 

An objective index of alterations in tumor growth in 
man would provide an invaluable guide to the selection 
of the proper therapy for the individual patient with 
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breast carcinoma. Such an objective measurement is 
afforded by determining the rate of bone destruction in 
patients with osseous metastases that are predominantly 
osteolytic in type. Since bones are a favorite site for 
metastases from breast carcinoma, calcium excretion 
studies provide a practical, sensitive method for evalu- 
ating alterations in the rate of tumor growth in many 
of these patients. 


CALCIUM EXCRETION AS A MEASURE OF 
OSTEOLYTIC TUMOR GROWTH 

The use of calcium excretion data as a measure of 
bone destruction due to tumor growth has been pre- 
viously described by us‘ and others.* The theoretical 
considerations for this procedure are presented in table 
1. A normal person on a low calcium diet (200 mg. of 
calcium per day) excretes 50 mg. of calcium per day 
in the urine and 200 mg. in the feces and is in 50 mg. 
of negative calcium balance. If it is assumed that the 
growth of 1 gm. of tumor tissue destroys 1 gm. of bone, 
then 100 mg. of calcium should be excreted, since this 
is the approximate calcium content of 1 gm. of bone. 
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Nearly all of this calcium would be excreted in the 
urine, and a negative calcium balance of 150 mg. would 
result. This difference in calcium balance or in urinary 
calcium excretion between a normal person and a pa- 
tient with osteolytic tumor is readily measurable. The 
destruction of 1 gm. of bone per day probably repre- 
sents the minimum rate of osteolysis that can be meas- 
ured by this technique. 

Precise measurements of calcium balance in patients 
is a complicated procedure and is practical only for 
investigational studies. In many patients with osteolytic 
disease, however, hypercalcuria is of such a magnitude 
that it can readily be detected with the use of the Sulko- 
witch solution (containing 5 gm. of oxalic acid, 5 gm. 
of ammonium oxalate, and 10 gm. of glacial acetic acid 
in enough distilled water to make 300 cc.).* Gross 
changes in calcium excretion following therapy can be 
determined easily by the use of this simple test. The pa- 
tients should be kept on a relatively low calcium intake 
when urine is collected for calcium estimations by omis- 
sion of milk and milk products from the diet. Hyper- 
calcemia is indicative of a high rate of osteolysis. 
Hypercalcemia does not appear until the urinary calcium 
excretion exceeds 500 mg. per day when renal function is 


TaBLE 1.—Theoretical Calcium Balance in Osteolytic 
Bone Disease 


Norma! Calcium Excretion 
Calcium intake + 200 mg. 
Calcium excretion (50 mg. urinary and 200 mg. in feces) 250 mg. 


Calcium balance 50 meg. 


Calcium Excretion with Osteolytic Tumor 
Calcium intake + 200 mg. 
Calcium excretion (150 mg. urinary, and 200 mg. in feces) — 350 mg. 


Calcium balance — 150 mg. 
unimpaired. When hypercalcemia is present prior to 
therapy, serial determinations of serum calcium provide 
an additional index of the effects of the therapy. 

Other causes of hypercalcuria and hypercalcemia 
must be ruled out before these determinations can be 
used as an index neoplastic bone destruction. Hyper- 
parathyroidism and osteoporosis can usually be readily 
differentiated by the clinical picture, the laboratory data, 
and skeletal radiographs. Calcium excretion studies are 
of no value in following the course of the disease in 
patients without bone metastases. 


ROLE OF OVARIAN FUNCTION IN MAMMARY 
CARCINOMA GROWTH 


Utilizing calcium excretion data as outlined above, 
the rate of osteolysis has been studied in six premeno- 
pausal women with osseous breast metastases during a 
menstrual cycle, after surgical oophorectomy, and 
during administration of ovarian hormones.‘ All of the 
patients were maintained on a low calcium intake (200 
mg. of calcium per day) throughout the studies. All six 
patients had significant hypercalcuria at the beginning 
of the studies, and one patient had hypercalcemia. 

The results of these studies in one of the patients are 
presented in detail in figure 1. Urinary calcium excre- 
tion was markedly elevated at the outset and continued 
to rise steadily with the progress of the menstrual cycle. 
At the onset of menstruation, there was a prompt de- 
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cline in urinary calcium but not to a normal level. 
During the next cycle, which was an ovulatory, urinary 
calcium excretion again increased to a maximum of 800 
mg. per day and hypercalcemia developed. Then, the 
urinary calcium level declined again, and hypercal- 
cemia disappeared spontaneously without the occurrence 
of menstruation. 

Following oophorectomy, urinary calcium excretion 
decreased to normal levels within the first week, indi- 
cating prompt cessation of osteolysis. Clinical improve- 
ment was not as rapid as the fall in urinary calcium. 
Bone pain gradually subsided over a two week period 
following castration. 

Administration of progesterone for a two week period 
produced no effects on symptomatology or on calcium 
excretion. Administration of 0.15 mg. of ethinyl estra- 
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Fig. 1.—Changes in urinary calcium, serum calcium, serum phosphorus, 
and serum aikaline phosphatase in a patient with osteolytic metastases 


diol daily by mouth brought about a prompt return of 
bone pain and of hypercalcuria and hypercalcemia. 
Withdrawal of the estrogen resulted in prompt subsi- 
dence of hypercalcuria and hypercalcemia and a gradual 
subsidence of bone pain. This patient obtained a sub- 
jective and objective remission after castration that 
lasted for five months followed by relapse. 
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Two other patients have responded in the same man- 
ner as the patient just described. Urinary calcium 
excretion rose during the menstrual cycle and fell at the 
enset of menstruation. Oophorectomy was followed by 
a prompt decline in urinary calcium excretion to normal 
levels and by symptomatic improvement. Administration 
of estrogen produced a return of hypercalcuria, and 
withdrawal of the estrogen was followed by prompt 
disappearance of hypercalcuria. Both of these patients 
have obtained objective remissions following surgical 
castration, and they were still in remission at the time of 
writing, four and eight months after oophorectomy. 

The other three women responded in an entirely dif- 
ferent manner than the three patients described above. 
The results obtained in one of the patients in this second 
group are detailed in figure 2. It can be seen that there 
was no fluctuation in urinary calcium excretion during 
the menstrual cycle or at menstruation. Surgical castra- 
tion failed to influence the level of calcium excretion. 
Administration of estrogen produced a suppression of 
calcium excretion but not to normal levels, and, when 
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Fig. 2.—Changes in urinary calcium, serum calcium, serum phosphorus, 
and serum alkaline phosphatase in a patient with osteolytic metastases. 


estrogen was withdrawn, urinary calcium excretion in- 
creased and hypercalcemia appeared. There was no 
clinical improvement following oophorectomy, and skele- 
tal radiographs showed progression of the osseous 
metastases. The other two patients in this group re- 
sponded in a similar manner as the patient just de- 
scribed; neither of these patients obtained any benefit 
from surgical castration. 

The pathological diagnosis of the primary tumor in 
all six patients was infiltrating duct carcinoma, grade 
2 or 3. The histological appearance of these six tumors 
has been carefully reviewed, and there appear to be no 
distinguishing features that would divide these cases 
into two groups. There also appear to be no distinguish- 
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ing clinical features between the patients who responded 
to surgical castration and those who failed to respond. 

The following conclusions appear to be warranted 
from these observations: 1. There are two types of 
mammary cancer in women: One type is dependent 
upon estrogen for maintenance of its growth rate; the 
other type is nonestrogen dependent. 2. These two types 
of mammary cancer cannot be distinguished by their 
histological appearance or from the clinical features of 
the disease. 3. Calcium excretion studies are a practical 
guide for determining promptly the response to therapy 
in patients who have osteolytic metastases. 4. These 
observations provide a physiological concept for the 
medical treatment of advanced breast cancer in women. 
In the estrogen-dependent type of mammary cancer, 
treatment should be directed to removal of the sources 
of estrogen in the body. Surgical oophorectomy removes 
a major source of estrogen and induces temporary ob- 
jective improvement in patients with this type of breast 
cancer. The nonestrogen-dependent type of mammary 
cancer should not be benefited by removal of estrogens. 
Surgical castration fails to alter the course of this type 
of breast cancer. 


ROLE OF ADRENALECTOMY IN ADVANCED 
MAMMARY CARCINOMA 


Huggins and co-workers ° and some of us * have con- 
clusively demonstrated that bilateral adrenalectomy will 
induce significant objective remissions in some patients 
with advanced breast carcinoma. In our Memorial 
Center series, 7 out of 20 patients with advanced breast 
cancer have had significant, objective remissions follow- 
ing bilateral adrenalectomy. Huggins has reported about 
the same incidence of remissions (40% ) in his cases of 
breast cancer. In some patients, adrenalectomy fails to 
alter the progressive growth of the cancer. 

Since it appears that less than 50% of women with 
breast cancer will respond favorably to adrenalectomy, 
a method of predicting the cases that will respond favor- 
ably would be of great value. Huggins and Dao * have 
reported that the microscopic appearance of the primary 
breast carcinoma is indicative of the response to be 
anticipated from adrenalectomy. The better differ- 
entiated adenocarcinomas and papillary carcinomas 
showed a high incidence of response to adrenalectomy, 
while the more anaplastic lesions in general did not 
respond. We have reviewed the microscopic findings in 
our cases with Drs. Fred Stewart and Frank Foote. All 
of the tumors were originally diagnosed as infiltrating 
duct carcinoma, grade 2 or 3. In the attempt to classify 
the tumors as differentiated versus anaplastic, difficulty 
was often encountered because of a spectrum of struc- 
tural variations in a single lesion. With the examination 
of a few microscopic sections of a primary lesion, one 
is left in some doubt as to the predominant type of 
tumor in the original lesion without consideration of the 
metastases. In spite of these difficulties, the lesions were 
classified according to the degree of differentiation and 
correlated with response to adrenalectomy. In 16 cases 
so correlated, there was 75% agreement between micro- 
scopic appearance and response to adrenalectomy. This 
degree of apparent correlation is of interest, but because 
of the small number of cases may be entirely fortuitous. 
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Perhaps of more significance are the cases in which 
there was lack of correlation, namely, cases of fairly 
well-differentiated tumors that failed to respond and 
anaplastic tumors that did respond. 

Since the adrenal cortex is known to be a source of 
estrogen, it is of interest to consider whether adrenal- 
ectomy brings about improvement by removal of 
another source of estrogen. All but one of our patients 
had surgical oophorectomy months to years prior to 
adrenalectomy, and the response to castration has been 
carefully evaluated. Adrenalectomy has been performed 
only in patients with objective evidence of advancing 
disease. Response to castration has been correlated with 
subsequent response to adrenalectomy in 10 patients 
for whom adequate data were available (table 2). Of 
four patients who failed to respond to castration, none 
responded to adrenalectomy. Of six patients who had 
objective remissions following oophorectomy, three had 
objective remissions following adrenalectomy, and in 
two others some alteration in tumor growth was ob- 


TABLE 2.—Response* of Patients with Breast Carcinoma to 
Androgen, Castration, and Adrenalectomy 


Response to 
Response to Response to Adrenal- 
Patient Androgen Castration ectomy 
Bi, acénvavewdesssectscsuede + + + 
DB cdeewiieienielierienccen + + + 
Te vhivaeodensepiewensweede — +b + 
Dh. Gtowindmhetndenceda cakes _ + ot 
RR ares eae oe + +% ot 
a eee ee ore tak + + 0 
OD vadansdvdceunesaibadions 0 0 0 
a ress ee eae ere -- 0 0 
I nctoupal cnbesaunremcisiaidanieaianaaiass -- 0 0 
SR: « Gisecncha pw tiacmibrirsigaiticn gird — 0 0 


* The + indicates an objective remission was obtained; the 0 that no 
remission was obtained; and the — that androgen was not given. 

t These patients had regression of skin and bone metastases witb 
simultaneous progression of liver metastases. 

3 In this case x-ray castration was induced. 


served after adrenalectomy. The data indicate that fail- 
ure to respond to castration means failure to respond 
to adrenalectomy, but more observations are needed 
before a final conclusion can be drawn. 


EFFECT OF CORTISONE ON ADVANCED 
BREAST CANCER 

Clinical trials of corticotropin (ACTH) and cortisone 
for the treatment of advanced breast cancer have pre- 
viously been carried out in a few patients by some of us 
and by others without any beneficial effects being ob- 
tained. We have recently observed three patients who 
have obtained objective and symptomatic remissions 
from administration of cortisone in doses of 200 to 300 
mg. per day. All three patients had been surgically 
castrated without benefit. All of these patients had osteo- 
lytic metastases and marked hypercalcuria and hyper- 
calcemia. Administration of cortisone brought about 
prompt subsidence of hypercalcemia, and the urinary 
calcium excretion decreased to normal levels in the three 
patients. These changes in calcium excretion were asso- 
ciated with prompt clinical improvement and relief of 
pain. The remissions had lasted for two months, and the 
patients were still receiving treatment at the time of 
writing. 
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The calcium excretion data in one of these patients 
are presented in figure 3. This is the same patient who 
was studied before and after surgical castration and 
during administration of estrogen (fig. 2). These prior 
studies indicated that the patient had a nonestrogen- 
dependent type of mammary cancer. It was thought un- 
likely that this patient would respond to adrenalectomy 
on the assumption that adrenalectomy brings about 
improvement by removal of a source of estrogen. Fol- 
lowing adrenalectomy, however, there was a prompt 
decline in urinary calcium excretion to normal levels, 
and this was associated with symptomatic improvement. 
Three weeks after adrenalectomy, hypercalcuria and 
hypercalcemia reappeared, and there was an exacerba- 
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Fig. 3.—Changes in urinary calcium, serum calcium, serum phosphorus, 
and serum alkaline phosphatase in a patient with osteolytic metastases. 


tion of symptoms. Estrogen was administered in the 
hope of inducing a remission, but after four days acute 
adrenal insufficiency developed. Intravenous free hydro- 
cortisone therapy brought about a prompt recovery from 
the adrenal crisis. The possibility was considered that 
the improvement following adrenalectomy was due to 
the large amounts of cortisone administered rather than 
to the removal of the adrenal glands. On this basis, 
cortisone administration was continued in doses of 300 
mg. and then 200 mg. per day and estrogen adminis- 
tration was stopped. With this therapy hypercalcemia 
promptly subsided, and urinary calcium excretion again 
declined to normal levels. These changes in calcium ex- 
cretion were associated with marked symptomatic im- 
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provement. Cortisone therapy is being continued at the 
present time, and the patient remains clinically im- 
proved. 

These observations suggest that cortisone may be a 
useful addition to our therapeutic armamentarium for 
patients with advanced breast cancer. Further trials of 
cortisone therapy are indicated, particularly, in those 
patients who fail to respond to the established forms of 
endocrine therapy. 

COMMENT 

Calcium excretion studies in patients with osteolytic 
metastases from breast carcinoma provide a sensitive, 
objective measure of the rate of tumor growth. These 
studies are useful not only for investigative purposes but 
in the selection and evaluation of all chemotherapy for 
these patients. Certain other biochemical changes occur 
when remission and exacerbation of tumor growth 
occur but are less specific than changes in urinary 
calcium excretion. Hypercalcemia is indicative of rapid 
bone destruction; however, the serum calcium does not 
rise above normal until the urinary calcium excretion 
exceeds 500 mg. per day. Thus, bone destruction may 
be of considerable magnitude in the presence of a nor- 
mal serum calcium. The serum phosphorus is usually 
elevated (5 mg. per 100 cc.) in the presence of active 
osteolytic disease. The serum phosphorus usually returns 
to normal (3.2 mg. per 100 cc.) when remission is in- 
duced by any means. The cause of these changes in 
serum phosphorus is not known. When a remission is 
induced in patients with osteolytic bone disease, the 
serum alkaline phosphatase level usually rises within 
two weeks, remains elevated for several weeks, and then 
returns to normal. This change in alkaline phosphatase 
is indicative of increased osteoblastic activity. 

The demonstration that there is a type of breast can- 
cer in women that depends on estrogen fgr maintenance 
of its growth rate provides a physiological basis for 
treatment. Surgical oophorectomy is the first treatment 
of choice, since it removes a major source of estrogen. 
Remissions of many months’ duration are regularly ob- 
tained in the estrogen-dependent type of breast cancer. 
Surgical castration is preferred over x-ray castration, 
because the degree of suppression of ovarian function 
by radiation is uncertain. When relapse occurs following 
surgical castration, adrenalectomy would appear to be 
the next therapy of choice in this type of breast cancer. 
If it can be established that adrenalectomy brings about 
improvement by removing another source of estrogen, a 
physiological basis for this treatment will have been 
established. 

When relapse occurs following adrenalectomy, tes- 
tosterone therapy is worthy of trial. We have observed 
an objective remission from testosterone administration 
in two patients who had previously responded to 
oophorectomy and adrenalectomy. The mechanism by 
which testosterone induces remissions in women with 
breast cancer is not known. From table 2 it is apparent 
that it will induce remissions in the estrogen-dependent 
type of mammary cancer before oophorectomy and after 
oophorectomy and adrenalectomy. 
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Whether testosterone works by opposing the effect of 
estrogen on tumor growth cannot be answered at the 
present time. One experiment has been performed in 
which testosterone was administered simultaneously 
with estrogen to a patient with an estrogen-dependent 
tumor to determine whether testosterone would prevent 
the accelerating effect of estrogen on tumor growth. In 
this patient testosterone failed to prevent the stimulating 
effect of estrogen on tumor growth. Further studies are 
required, however, before conclusions can be reached 
on the mechanism of action of testosterone. 

Relapses in patients whose adrenals have been re- 
moved may be due to the fact that bilateral adrenalec- 
tomy does not constitute total adrenalectomy in many 
patients. Graham * has demonstrated accessory adrenal 
cortices in the region of the celiac axis in 33 of 100 
consecutive autopsies at Memorial Center. Cortisone 
maintenance therapy has been withdrawn in 12 patients 
after adrenalectomy to determine whether accessory 
adrenal cortical tissue, if present, was sufficient to main- 
tain life. Ten of the 12 patients went into adrenal crisis 
within three to seven days, indicating that, if accessory 
adrenal tissue were present, it was functionally inade- 
quate to maintain life. Two of the 12 patients were 
maintained for several weeks without any hormonal 
replacement therapy. They experienced only moderate 
asthenia and anorexia. These observations suggest that 
functioning accessory adrenal cortical tissue was present 
in these patients. Hypophysectomy is being explored as 
a possible means of completely suppressing all adrenal 
cortical function. 

It is of considerable importance to determine whether 
an estrogen-dependent mammary cancer will maintain 
its estrogen dependence throughout the evolution of its 
growth in the individual patient, or if it will lose its 
estrogen dependence during the progress of its growth. 
This can be determined by testing the sensitivity of the 
tumor to estrogens at serial stages in its growth. If the 
tumor eventually loses its dependence upon estrogen, 
then antiestrogen therapy would no longer be effective 
and other therapeutic approaches might be effective in 
controlling growth. If the tumor does not lose its estro- 
gen dependence, then adequate antiestrogen therapy 
might be expected to produce long-term control of this 
disease. 

There is no well-defined physiological basis for the 
treatment of patients with the nonestrogen-dependent 
type of mammary cancer. Pharmacological doses of 
estrogen will induce objective remissions in 40 to 50% 
of postmenopausal women with breast cancer. The 
mechanism of action of estrogen under these circum- 
stances is not known. Our observations that many pre- 
menopausal women have a nonestrogen-dependent type 
of mammary cancer suggest that pharmacological doses 
of estrogen are worthy of more extensive trial in these 
younger patients. Although we have seen slight in- 
hibitory effects from estrogen administration in these 
young patients (fig. 2), we have not obtained a worth- 
while, objective remission with estrogen therapy in these 
patients. 

Our observations that pharmacological doses of corti- 
sone can induce objective remissions in patients with 
advanced breast cancer provide an additional thera- 
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peutic approach. Although these results are preliminary, 
the striking response obtained in three patients indicate 
that worth-while palliation may be obtained with the use 
of cortisone. It has not been determined that the bene- 
ficial effects of cortisone are limited to the nonestrogen- 
dependent type of mammary cancer, and studies of the 
effects of cortisone in patients with the estrogen-depend- 
ent type of breast cancer are indicated. Prolonged ad- 
ministration of large doses of cortisone will induce 
osteoporosis and may inhibit bone healing in patients 
with osteolytic tumors. Testosterone will be administered 
in combination with cortisone to prevent the osteopo- 
rotic effect of the cortisone and to determine whether 
the tumor-inhibiting effect of the cortisone will still be 
obtained. Further studies are required to determine 
whether testosterone therapy per se will induce remis- 
sions in patients with nonestrogen-dependent mammary 


cancer. 
SUMMARY 


Measurement of urinary calcium excretion in patients 
with osteolytic metastases from breast carcinoma pro- 
vides a sensitive, objective index of the rate of tumor 
growth. Studies of the effects of ovarian function on the 
growth of mammary carcinoma in women have revealed 
that there are two types of breast cancer. One type is 
dependent upon estrogen for maintenance of its growth 
rate; the other type does not depend on estrogen. Sur- 
gical castration induces objective remissions of many 
months duration in patients with estrogen-dependent 
mammary cancer. Bilateral adrenalectomy following 
surgical castration induces further objective remissions 
in patients with estrogen-dependent breast cancer. 
Patients with nonestrogen-dependent breast cancer are 
not benefited by castration and probably not helped by 
adrenalectomy. Cortisone in doses of 200 to 300 mg. 
per day has induced objective remissions in three pa- 
tients with nonestrogen-dependent mammary cancer for 
a period of two months. 


444 E. 68th St. (Dr. Pearson). 





Treatment of Hypertension with Drugs.—The treatment of 
hypertension should be undertaken only when that disease 
under observation represents a hazard to a patient’s life or 
health. Drug therapy is usually directed at the neurogenic 
factor. A variety of drugs is available for blocking the motor 
synapses and nerve endings concerned in the excessive sym- 
pathetic nerve discharge believed to be a factor in hyper- 
tension. For the best results this should be defined by testing 
procedures in advance of and during treatment. The limiting 
factors are usually tolerance and side actions. At the cortical 
level, barbiturates are the most useful drugs, although these 
may be replaced eventually by Rauwolfia serpentina. At the 
hypothalamic level, !-hydrazino-phthalazine and protoveratrine 
are the most effective, whereas at the ganglionic level, hexa- 
methonium bromide or chloride is the drug of choice. Paren- 
teral administration of this drug is preferred to oral adminis- 
tration because of the inherent serious dangers of the latter. 
Block of sympathetic nerve endings, smooth muscle or of 
capillaries is at present of minimal practical value in the treat- 
ment of hypertension. Salt depletion by diet and dietary ad- 
juvants appears to affect the non-neurogenic or intrinsic factors 
in hypertension. Sympathectomy should be reserved for patients 
with a large neurogenic element who fail to respond to ade- 
quate medical therapy. In many cases, judiciously combined 
treatment provides the most satisfactory results.—Milton 
Mendlowitz, M.D., The Treatment of Hypertension with 
Drugs, Annals of Internal Medicine, November, 1953. 
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RESULTS OF TREATMENT OF CALCIFIC 
TENDINITIS WITH ADENOSINE 
5-MONOPHOSPHATE 


PRELIMINARY REPORT 


A.M. Susinno, M.D., Palisades Park, N. J. 
and 


R. E. Verdon, M.D., Cliffside Park, N. J. 


Chronic calcific tendinitis, in contrast to the acute 
form of the disease, is generally regarded a difficult thera- 
peutic problem.* Encouraged by the good results Rot- 
tino * obtained by using adenosine 5-monophosphate in 
all types of “tendinitis” and “bursitis,” we decided to 
evaluate this drug in the usually stubborn, chronic cases 
of tendinitis associated with calcific deposits. In our past 
experiences treatment in this type of case had proved 
difficult with a variety of methods, used serially or in 
combinations. 

METHOD OF STUDY 

Our material for study was gathered from clinic and 
private cases, chiefly the latter. Only cases that rigidly 
fulfilled the clinical and x-ray criteria of calcific tendinitis 
were selected. Two essential criteria common to all cases 
were (1) disability and limitation of abduction, rota- 
tion, or elevation either in degree or by pain of varying 
severity caused on these attempted motions and (2) ob- 
vious calcific deposits demonstrated on roentgenograms 
in the region of one of the short rotator muscles of the 
shoulder, which was usually presumed to be in the supra- 
spinatus. 

Arbritrarily, we considered tendinitis “chronic” if 
complaints had persisted for two months or more with- 
out any subjective or objective improvement. Most of 
our patients had their disabilities for over six months. 
About a third of these had a definite severe acute attack 
at the onset and admitted some degree of spontaneous 
or therapeutic improvement of both pain and disability 
during the first few days to several weeks, with stabiliza- 
tion of their pains or disabilities from that point onward. 
The majority of patients could not recall an exact onset 
but likewise had not observed any essential change of 
their complaint-disability patterns over periods of months 
to years. 

In most cases other confirmatory symptoms, signs, 
and history left very little doubt about the diagnosis. 
From the Medical Clinic of Englewood Hospital, Englewood, N. J. 

This study was supported in part by a grant from the Ernst Bischoff 
Company, Inc., Ivoryton, Conn., who also supplied the gelatin solution 
of adenosine 5-monophosphate (sustained-action My-B-Den). 

1. Terms often used synonymously with calcified tendinitis include sub- 
deltoid bursitis, subacromial bursitis, calcified bursitis, calcareous tendinitis, 
periarthritis, bicipital tenosynovitis, peritendinitis, tendinitis of the short 
rotators, frozen shoulder, scapulohumeral periarthritis, the painful shoulder, 
and many others. 

2. (a) Treatment of Bursitis, Queries and Minor Notes, J. A. M. A. 
146: 162 (Aug. 25) 1951. (6) Treatment of Bursitis, Queries and Minor 
Notes, ibid. 149: 978 (July 5) 1952. 


3. Rottino, A.: Adenosine-5-Monophosphate in Treatment of Tendi- 
nitis, Journal-Lancet 71: 237-238 (June) 1951. 
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Localized tenderness in the upper anterior deltoid muscle 
area was found rather frequently, but as a rule the area 
was not as exquisitely tender as in the acute cases. The 
inability to sleep well or at all in the supine position was 
universally complained of. In only three cases was any 
other syndrome found that undoubtedly contributed to 
the symptoms and disability, but the large hard calcific 
deposits found on roentgenograms compelled us to treat 
and include these patients in this report. 


The dosage schedule used was 1 cc. of adenosine 5- 
monophosphate (20 mg.) in a gelatin solution (My-B- 
Den) given intramuscularly daily or every other day. 
Controls were given either 1 cc. of saline solution or 1 cc. 
of the plain gelatin solution without the adenosine 5- 
monophosphate. No other therapy was employed in 
either group except in the three cases in which an asso- 
ciated syndrome was present. Even in these cases, only 
injection therapy was used at first, until evaluation could 
be made. 

Ratings of therapeutic results of 1 to 4 + were based 
on loss of pain and significant improvement in abduction, 
rotation, or elevation of the arm. A large wall compass 
chart was used for measuring abduction and elevation 
movements. To counterbalance the shortcomings of this 
evaluation method, all results below a 3 + were dis- 
carded as failures, regardless of clinical impression. As 
a rule at least two to five injections were routinely given 
after a satisfactory or stabilized result appeared. All pa- 
tients were seen at least once weekly for evaluation. Most 
of the injections were given by our office nurses or the 
public health nurses in the clinics. All patients had been 
followed for at least 11 months at the time of writing, and 
some had been observed for over 2 years. 


A total of 36 patients with chronic tendinitis were 
treated with adenosine 5-monophosphate, including 15 
men and 21 women, with an average age of 49 years. 
Thirteen patients with chronic tendinitis were treated as 
controls, including 3 women and 10 men, with an aver- 
age age of 47.8 years. Eleven of the 13 controls were 
later treated with adenosine 5-monophosphate and are 
included in the total of 36 patients treated. In the adeno- 
sine 5-monophosphate group, 31 of 36 patients re- 
sponded satisfactorily subjectively and objectively (3 to 
4 +) with 3 to 14 injections, or an average of 9 injec- 
tions. There were six recurrences in this group, and four 
of these patients were re-treated with adenosine 5-mono- 
phosphate. The results on re-treatment were remarkably 
similar in each of these cases. The recrudescences in the 
remaining two cases have been so mild that neither the 
patients nor we had felt re-treatment was urgent to the 
time of writing. Only 1 of the 13 control patients re- 
sponded to placebo injections (saline solution). Eleven 





4. Matt, J. G.: Treatment of Idiopathic Pruritus Ani with Adenosine- 
§-Monophosphate, South. M. J. 44: 537-542 (June) 1951. Susinno, A. M.: 
Control of Pruritus with Adenosine-5-Monophosphate, Am. Pract. & Digest 
Treatment 2: 491-495 (June) 1951. 

5. Codman, E. A.: The Shoulder, Boston, Thomas Todd Company, 
1934, pp. 178-215. 

6. Robinson, F., and Hughes, R. A.: Effects of Adenine Compounds 
on Electrocortical Activity, J. Neurophysiol. 14: 387-398 (Sept.) 1951. 
Rottino, A.; Boller, R., and Pratt, G. H.: Therapeutic Action of Muscle 
Adenylic Acid on Ulcers and Dermatitis Associated with Varicose or 
Phiebitic Veins: Preliminary Report, Angiology 1: 194-200 (April) 1950. 
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of these who did not respond after an average of 16 in- 
jections promptly responded to adenosine 5-monophos- 
phate with only one exception. 


COMMENT 

In the chronic cases selected for this study a multiplic- 
ity of therapies had already been employed before we 
saw the patients or the patients had waited long enough 
to become worried about their disabilities. Nine of the 
36 patients were awaiting surgery as a last resort, but 
the relief obtained with adenosine 5-monophosphate 
was So gratifying that operation was cancelled in all nine 
cases. 

The administration of adenosine 5-monophosphate has 
proved to be easy, safe, and free of side-reactions. No 
special skill or equipment is necessary for injection of the 
drug other than a 20 gage needle to permit easier flow of 
the gelatin solution. Not one severe reaction of any kind 
was encountered with intramuscular administration of 
the drug. 

Minor complaints of diuresis, flushing, or a slightly 
painful and reddened site of administration were elicited 
from a minority of patients, but in no case was it neces- 
sary to discontinue therapy. The complaints of diarrhea, 
dizziness, and headache reported * with the use of sub- 
lingual tablets were not encountered with the intramus- 
cular route. 

An apparent “flare-up” of symptoms and disability 
on the 5th to the 10th day of treatment was noted in 
almost half the cases in which adenosine 5-monophos- 
phate has been used. This exacerbation was followed in a 
day or two by remarkable subjective and objective over- 
all improvemeat. In none of the control cases did this re- 
action occur, but when 11 of this same group were later 
treated with adenosine 5-monophosphate, 6 clearly 
passed through this stage. We have come to regard this 
“reaction” as a favorable prognostic sign. 

Similar “flare-ups” have been observed in acute cal- 
cific tendinitis just prior to dramatic subsidence of pain. 
Codman * related this phenomenon to the extrusion and 
fragmentation of the calcific deposits into the bursal sac. 
However, this hardly seems the explanation in our 
chronic cases, inasmuch as serial roentgenograms have 
failed to show any decrease in the size, shape, or density 
of the calcific deposits or any changes in position. 

The mechanism whereby adenosine 5-monophosphate 
causes subsidence of the tendinitis, of the pain first and 
later the disability, can only be speculated on at this 
time.® Adenosine 5-monophosphate is involved in so 
many basic life processes that much more research is 
needed for correlation of our present clinical and bio- 
chemical knowledge. 


SUMMARY AND CONCLUSIONS 

In 36 typical cases of chronic calcific tendinitis of 
the shoulder 20 mg. (1 cc.) of adenosine 5-monophos- 
phate in a gelatin solution (My-B-Den) was given intra- 
muscularly daily or every other day. In 13 similar con- 
trol cases 1 cc. of plain gelatin solution or 1 cc. of saline 
solution was given. No other therapy was used in either 
group. Therapeutic results classified on the basis of 1 to 
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4 + revealed that in 31 of 36 chronic cases there was a 
satisfactory response subjectively and objectively (3 to 
4 +) with 3 to 14 injections of adenosine 5-monophos- 
phate, or an average of 9 injections. Only one of 13 con- 
trol patients responded to placebo injections. Eleven of 
these 13 were later treated with adenosine 5-monophos- 
phate, and 10 obtained good to excellent results (3 to 
4 +). The unusually good results in chronic cases of 
calcific tendinitis for which drastic or prolonged methods 
of therapy are frequently being resorted to suggest that 
adenosine 5-monophosphate should be more extensively 
evaluated as a simple, safe therapeutic modality in cal- 
cific tendinitis that is adaptable for routine office use. 


ADDENDUM 
Since the original article was written, an additional 17 
patients with chronic calcific tendinitis have been treated 
with adenosine 5-monophosphate. Satisfactory results 
have been obtained in 13 and failures in 4, according to 
the same therapeutic criteria. All of the first 36 patients 
have been followed. In this group two additional patients 
have had recurrences with excellent results on re-treat- 
ment. One other patient who had a recurrence two 
months after satisfactory results were obtained with 
adenosine 5-monophosphate refused another course of 
therapy and has since undergone surgery. She is the only 

one of the series of 53 thus far who has done so. 


29 Roff Ave. (Dr. Susinno),. 
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The following additional articles have been accepted as con- 
forming to the rules of the Council ox Pharmacy and Chemis- 
try of the American Medical Association for admission to New 
and Nonofficial Remedies. A copy of the rules on which the 
Council bases its action will be sent on application. 


R. T. StorMontT, M.D., Secretary. 


Dextran.—Expandex (Commercial Solvents).—Gentran (Bax- 
ter).—Plavolex (Wyeth)—Dextran is a water-soluble, high 
molecular weight glucose polymer produced by the action of 
Leuconostoc mesenteroides on sucrose. The marketed product 
has an average molecular weight of about 75,000. 


Actions and Uses.—Dextran, when partially hydrolyzed to 
suitable viscosity and fractionated to provide an average 
molecular size of 75,000, is useful for intravenous adminis- 
tration in a 6% solution of isotonic sodium chloride to expand 
plasma volume and maintain blood pressure in emergency 
treatment of hemorrhagic and traumatic shock. It should 
neither be regarded as a “substitute” for whole blood or its 
derivatives essential in restoring blood proteins, nor for com- 
bating anemia secondary to hemorrhage or severe traumatic 
injury such as extensive burns and fractures. Although ap- 
proximately osmotically equivalent to serum albumin, 6% 
dextran injection in isotonic sodium chloride solution is not 
suitable for use in the treatment of edema secondary to 
hypoproteinemia. Decrease in total serum proteins and 
hematocrit values, persisting for 6 to 24 hours, is a charac- 
teristic response to dextran injection. This is attributed partly 
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to hemodilution, although hematocrit values occasionally 
return to normal before the total serum proteins. The effect 
on blood volume of a single injection of 500 to 1,000 cc. of 
a 6% solution usually persists for 24 hours. 

Dextran is excreted in the urine to the extent of 30 to 
50%, and studies in progress indicate that the remainder is 
metabolized in the body. Specific gravity of the urine is in- 
creased as a result of renal excretion, but this returns to 
normal after dextran has been eliminated. When given to 
patients not in shock, 500 cc. of the 6% solution produces 
no alteration in body temperature, pulse rate, respiration, or 
blood pressure, during or after the period of injection. Vital 
capacity is also unchanged. As a result of expanding plasma 
volume, venous pressure is increased from 10 to 30 mm. 
H.O and cardiac output is concurrently elevated. Renal and 
hepatic functions are not altered by dextran. 

Virtually no adverse reactions have been observed after 
repeated injections of dextran; however, this polysaccharide 
has the apparently inherent tendency to produce reactions of 
an antigen-antibody type in certain human subjects. Such 
reactions are of low incidence and mild character in ade- 
quately hydrolyzed and refined preparations, which provide 
an average molecular size approximating that of serum 
albumin. As solutions of dextran do not require refrigeration, 
they are easily stored and ready for immediate use in emer- 
gencies. 

Dosage.—Dextran is administered intravenously as a 6% 
solution in isotonic sodium chloride. The usual dose is 500 cc, 
infused at the rate of 20 to 40 cc. per minute so that the 
total amount is administered over a period of about !5 to 
30 minutes. Repeated injections may be given when necessary 
if blood or its derivatives are not available or subsequently 
indicated. For hemorrhage, the dosage should be limited to 
an amount sufficient to elevate the systolic blood pressure to 
not more than 80 to 85 mm. Hg to avoid the production of 
further bleeding and dangerous dilution of the circulating 
blood. For shock associated with hemorrhage, severe burns, 
and traumatic injuries, blood has preference over plasma or 
artificial colloids. 

Abbott Laboratories, North Chicago, IIl. 


Solution Dextran 6%: 250 and 500 cc. bottles. The 500 cc. 
containers are available with or without Venoset (disposable 
venoclysis unit). An isotonic solution containing 60 mg. of 
dextran in each cubic centimeter. 

Baxter Laboratories, Inc., Morton Grove, IIl. 

Solution Gentran 6%: 250 and 500 cc. bottles. The 500 cc, 
containers are available with or without disposable syringe. 
An isotonic solution containing 60 mg. of dextran in each 
cubic centimeter. 

Commercial Solvents Corporation, New York. 

Solution Expandex 6%: 250 and 500 cc. bottles. The 500 
cc. containers are available with or without disposable syringe. 
An isotonic solution containing 60 mg. of dextran in each 
cubic centimeter. 

Hyland Laboratories, Los Angeles. 


Solution Dextran 6%: 250 and 500 cc. bottles. The 500 ec, 
containers are available with or without disposable syringe, 
An isotonic solution containing 60 mg. of dextran in eacb 
cubic centimeter. 


Wyeth Laboratories, Inc., Philadelphia. 


Solution Plavolex 6%: 500 cc. bottles. An isotonic solution 
containing 60 mg. of dextran in each cubic centimeter. 


Hyaluronidase (See New and Nonofficial Remedies 1953, 
p. 321). 
Wyeth Laboratories, Inc., Philadelphia. 

Solution Wydase: 1 cc. and 10 cc. vials. A solution con- 
taining 150 turbidity reducing units of hyaluronidase in each 
cubic centimeter. Preserved with 0.01% thimerosal. Stabilized 
with 0.1% disodium ethylenediamine tetraacetic acid and 
buffered with 0.14% sodium phosphate. U. S. trademark 
$42,829. 
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INACTIVITY OR EMPLOYMENT 
FOR OLDER WORKERS? 


In our aging population the gap between retirement 
and death is widening. In 1900 it averaged about two 
and a quarter years. This had doubled by 1950 and is 
still increasing. The reason for this is a combination of 
two factors: the saving of more lives between birth and 
age 35 and the policy in many firms of compulsory re- 
tirement at an arbitrary age, usually 65. There is a grow- 
ing recognition that a fixed retirement age is unprofitable 
for the employer, frustrating for the employed, and even- 
tually disastrous to the national economy. Although some 
workers become inefficient at 65 or younger, a fixed re- 
tirement age works a hardship on the productive majority 
along with the unproductive minority. The argument 
that older workers should be cleared out to make way 
for younger ones is only another way of saying that there 
are more workers than jobs,” and in any event retirement 
for this reason does nothing to provide for the older 
worker’s need for employment. A high income tax and 
continuing inflation are making it economically difficult 
for most persons to retire completely at any age. 

Few persons realize to what extent this problem is 
tied up with the increase in the prevalence of suicides 
with advancing years. Batchelor and Napier * found that 
20% of those who were admitted to the hospital because 
of attempted suicide were over 60 years of age, and the 
motives included physical illness, mental incapacity, 
idleness, boredom, loneliness, and inability to adapt to 
changed circumstances. Among the measures recom- 
mended for preventing these suicidal attempts they 
stressed encouraging older persons to continue in their 
occupation as long as possible, to develop collateral in- 
terests, and to play as active a part as possible in group 
activities of some sort. 

The practice of requiring retirement at a fixed age 
is undoubtedly based on a belief that past that age most 





1. Franco, S. C.: The Industrial Physician and the Older Worker, 
Geriatrics 8: 36-40 (Jan.) 1953. 

2. Klumpp, T. G.: Employment of the Older Worker, Pub. Health 
Rep. 68: 20-22 (Jan.) 1953. 

3. Batchelor, I. R. C., and Napier, M. B.: Attempted Suicide in Old 
Age, Brit. M. J. 2: 1186-1190 (Nov. 28) 1953. 

4. Welford, A. T.: Extending the Employment of Older People, Brit. 
M. J. 2: 1193-1197 (Nov. 28) 1953. 

5. Mahoney, T. A., and Lindbom, T. R.: Practices of Minneapolis 
Firms in the Utilization of Older Employees, J. Gerontol. 8: 202-206 
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persons are relatively unproductive, yet exceptions are so 
numerous that to list only those persons over 70 who are 
still active and have a national or international reputation 
would fill a large book. The key to the difficulty lies in 
the absence of an easy way to measure physiological age. 
Although it is true that aging workers suffer a gradual 
diminution in strength and in the speed of their muscular 
movements, these handicaps are more than compensated 
for by an increase in skill or accuracy and in reliability 
and conscientiousness.* In one factory in the United 
States a division made up entirely of old and physically 
handicapped workers rated near the top in production 
and had a reject rate only half as high as that for younger 
healthy workers.t Furthermore, their absenteeism was 
less than that of workers between 25 and 29 years of age, 
largely because of their superior safety record. The pro- 
ductivity of clerical employees suffers with advancing 
years even less than that of those who derive their living 
from manual skills. 

In order to prevent the current waste in productivity in 
our older workers some means of recognizing when their 
productivity starts to decline must be established. This 
is made the more difficult by the insidiousness of the slow- 
ing up process, but in actual practice the problem is being 
met in a variety of ways. Day-to-day observation by the 
employee’s immediate supervisor is the commonest.° 
Other clues are increasing absenteeism, a worker himself 
admitting that he is unable to keep up and requesting a 
modification of his work schedule, individual output 
records, reports from other employees, reports from the 
nurse that an employee has become a frequent visitor 
to the dispensary, and the finding of warning signs on a 
periodic physical examination. There is no reason why 
a company should not make use of several or all of these 
methods. Certainly the industrial physician can play an 
important role not only in conducting periodic examina- 
tions (especially of employees over 40) but also in re- 
lating pathophysiological findings to exertion and the 
ability to perform certain tasks. He can also give valuable 
advice concerning selective placement when it becomes 
necessary to transfer an employee to another kind of 
work, and frequently he can prescribe a regimen that will 
retard the process of deterioration or minimize its effects. 

Many workers reach the age of 65 without showing 
any signs of slowing up, and they should be allowed to do 
some work. If the signs of aging are beginning to become 
apparent much can be done to salvage the productivity of 
the worker. A few who are outstanding in production 
departments, for example, can be taken off production 
and made foremen or supervisors. Others can be placed 
where the importance of their increased accuracy out- 
weighs the demand for speed. It has been observed that 
the gradual decline of earning capacity due to slowing up 
where the rate of pay is based on piecework is less up- 
setting to the emotions of older workers than the rigid 
pacing of a conveyor belt coupled with an hourly wage.* 
Anything that spares these workers a feeling of frustra- 
tions adds productive years to their lives. In some cases 
a worker can be kept on at reduced hours or in work 
that is similar to his usual tasks but less complex. The 
problem is less complicated for executives and profes- 
sional persons in categories that allow for delegating a 
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part of the usual tasks to an assistant, but many such per- 
sons do not avail themselves of this means of relief be- 
cause they wish to prove to themselves that they are as 
good as they ever were or because they are perfectionists 
who believe that a job is not well done unless they do it 
themselves. Allotting work to others is an art that in the 
interest of self-preservation these persons should learn 
while they are still young enough to be receptive to new 
ideas and still patient enough to train their subordinates. 

When a person reaches that stage in life when a modi- 
fication of his activities becomes imperative it is some- 
times wise or even necessary to change over to an 
entirely different type of work. This may involve the 
learning of new skills, and thus a complication is intro- 
duced. Learning ability varies greatly with the individual, 
but in general theoretical studies are harder to master 
after the age of 30 is passed. Loss of memory for recent 
happenings, including yesterday’s instruction, is the 
greatest hazard to learning in old age. Tasks that can be 
demonstrated are more easily learned by most old per- 
sons than abstract facts. If a person knows or suspects 
that change to another type of work is apt to become 
mandatory at 60 or 65, he is wise to embark on his second 
career a few years earlier, because he is then in a better 
condition to learn his new duties and he has a better 
chance of finding an acceptable opening.® Many a man 
puts off starting his new career until it is too late and 
ends up in a rocking chair by the stove. 

A survey of 34 firms in Minneapolis ° revealed that 
none had a written policy for utilizing the productive 
capacity of their older employees; two had a general 
policy that included all physically handicapped workers; 
and over half did not even have a fixed unwritten policy. 
A retirement policy in addition to setting the conditions 
of retirement should state how older workers may be 
profitably kept on the job and how their status is to be de- 
termined. Some writers have made a plea for extending 
the compulsory retirement age from 65 to 68, but this is 
mere temporizing. It would still find many employable 
persons shoved out of a job they are capable of doing 
before such a step was necessary. The best solution is 
the creation of a panel to include one or more high level 
executives and the industrial physician to judge each 
case on its merits and determine whether the worker 
should continue in his present status, go on a modified 
schedule, transfer to a less demanding job, or be retired. 
Such a panel would in some situations have to get advice 
from the employee’s immediate supervisor, the com- 
pany’s personnel director, or the local union. A firm takes 
great pain to choose whom it will hire. There is no reason 
why it should not concern itself equally with the problem 
of whom it will retire. 


The employment of older persons may be improved by 
restudying methods of work, thereby making it possible 
for the employee who is slowing up (or down) to con- 
tinue to work without harassment. This may involve the 
redesign of some machines. A restudy of training meth- 
ods for those who must switch to an entirely new type 
of work will also contribute to the solution of the prob- 
lem. With greater care and planning we can salvage much 
valuable productivity that is now being wasted. 
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SCALENE NODE BIOPSY 


Diagnosis of intrathoracic lesions has been much 
extended during the past decade by the introduction of 
improved roentgenographic methods, of cytological 
study of the sputum, bronchoscopy, bronchoscopic 
biopsy, thoracoscopy, and exploratory thoracotomy. 

Daniels ' in 1949 suggested a diagnostic method that 
consists of a biopsy of scalene lymph nodes. These nodes 
are a part of the chain of the deep mediastinal lymph 
nodes and therefore are quite likely to be involved in the 
same pathological process. The method involves a rather 
simple operation that can be performed with the patient 
under local anesthesia. A short incision is made just 
above and parallel to the clavicle and lateral to the ex- 
ternal border of the sternocleidomastoid muscle. The 
clavicular portion of the sternocleidomastoid may be 
divided if necessary. This muscle is then retracted 
medially, and the fat filled space underlying the anterior 
scalenus muscle is exposed. Several lymph nodes are 
usually found in this fat pad; these are removed for 
microscopic study. It is possible to follow the subclavian 
and internal jugular veins down into the upper medias- 
tinum to remove any nodes that may be encountered. The 
procedure is essentially that used for phrenic nerve crush. 
When the operation is done on the left side, care should 
be taken not to injure the thoracic duct. 

In the five cases reported by Daniels, diagnosis of 
Boeck’s sarcoid was established in two cases; the finding 
of a metastatic carcinoma in three cases prevented a 
major surgical exploration of the chest. In the fourth 
case there was an inoperable carcinoma of the lung with 
metastasis in the scalene lymph nodes. The major pro- 
cedure could have been avoided if scalene node biopsy 
had been first performed. The fifth case revealed a com- 
bination of silicosis and sarcoidosis. 

Weiss and co-workers * observed a man 48 years old 
with mild subjective pulmonary symptoms but with ex- 
tensive roentgenographic evidence of involvement of 
both lungs. Sputum cultures and tuberculin tests were 
negative on repeated examinations. Microscopic exami- 
nation of a scalene node established the diagnosis of 
Boeck’s sarcoid. Johnson and MacCurdy * studied the 
case of a young adult who had no subjective symptoms 
but who presented on roentgenographic chest examina- 
tion lung fields studded with calcific densities measuring 
1 to 3 mm. in diameter, with soft nodular prominence 
of both hilar shadows. Lymph nodes obtained from the 
fat pad lying over the anterior scalenus muscle and cul- 
tured on Sabouraud’s medium and on blood cystine 
plates revealed an organism with the morphological 
characteristics of Histoplasma capsulatum. Storey and 
Reynolds,* in a discussion of the various biopsy tech- 





6. Logan, W. P. D.: Work and Age: Statistical Considerations, Brit. 
M. J. 2: 1190-1193 (Nov. 28) 1953. 

1. Daniels, A. C.: A Method of Biopsy Useful in Diagnosing Certain 
Intrathoracic Diseases, Dis. Chest 16: 360-366 (Sept.) 1949. ; 

2. Weiss, H. A.; Campbell, R. M.; Budenz, G. C., and McCandless, 
C. M., Jr.: Sarcoidosis Diagnosed by Means- of Subclavian Lymph Node 
Biopsy: Report of a Case, J. A. M. A. 146: 1221-1222 (July 28) 1951. 

3. Johnson, J. E., Jr., and MacCurdy, J. M.: Pulmonary Histoplasmosis 
Diagnosed by Scalene Node Biopsy, Am. Rev. Tuberc. 66: 497-500 (Oct.) 
1952. 

4. Storey, C. F., and Reynolds, B. M.: Biopsy Techniques in the 
Diagnosis of Intrathoracic Lesions, Including Lung Biopsy, Mediastinal 
Biopsy and Resection of the Deep Cervical Fat Pad and Its Contained 
Nodes: Report of 12 Illustrative Cases, Dis. Chest 23: 357-382 (April) 
1953. 











244 EDITORIALS AND COMMENTS 






niques for diagnosis of intrathoracic lesions, cite three 
cases in which the use of the scalene lymph node biopsy 
established the diagnosis of Hodgkin’s disease, Boeck’s 
sarcoidosis, and carcinoma respectively. 

Shefts and co-workers ° report in a recent communi- 
cation on a series of 187 patients in whom the Daniels’ 
procedure was performed. In 67 of the patients biopsy 
material presented evidence of the identity of associated 
intrathoracic disease that had previously been undiag- 
nosed despite application of the generally used nonsur- 
gical diagnostic methods. There were 38 instances of 
Boeck’s sarcoid, 13 of bronchogenic carcinoma (9 un- 
differentiated carcinoma and 4 adenocarcinoma), 8 of 
tuberculosis, 2 of lymphosarcoma, 2 of Hodgkin’s dis- 
ease, 1 of histoplasmosis, and 3 of metastases of tumor 
to the lung. Complications were mainly limited to in- 
volvement of the thoracic ducts. The left thoracic duct 
was torn once and the right twice. 

Scalene node biopsy should prove to be particularly 
valuable in instances of hilar and mediastinal roentgeno- 
graphic enlargement, particularly when the diagnosis is 
difficult to establish by other laboratory means. The 
histological and cultural study of scalene nodes should 
reveal many cases of Boeck’s sarcoid, tuberculosis, 
lymphosarcoma, and Hodgkin’s disease. Such biopsy may 
also establish the microscopic type of tumor, thus en- 
abling the clinician to detect the primary site of the 
neoplasm. 


CATARACT AND SUNLIGHT 


The relationship of exposure to sunlight to the develop- 
ment of cataract is unsettled. The cornea absorbs heat 
waves longer than 20,000 A. The shorter waves are 
partly absorbed and partly transmitted, with transmission 
almost complete from the beginning of the visible red 
waves down to the ultraviolet region. Below this wave 
length absorption by the cornea is again marked. Thus 
only a limited portion of sun rays penetrate the cornea 
to have any possible effect on the lens. 

Several authorities have suggested that ultraviolet rays 
contribute a considerable part in the pathogenesis of 
cataract in India and in the Arctic. Additionally it is 
known that farmers and other rural workers have a 
higher incidence of cataract than persons not exposed 
to such intense sunlight. Further support for this theory 
is the customary site of the incipient cataract in the lower 
nasal quadrant. Contrariwise, however, this part of the 
lens is ordinarily covered by the iris and is therefore 
protected from sunlight. The ultraviolet light presumably 
initiates a photochemical reaction that alters the lens pro- 
teins, enabling severer changes to supervene slowly. 

Cataract has been known for many years to be asso- 
ciated with the exposure of the eye to heat. This has been 
called the glassworker cataract but is also found in other 
workers exposed to glowing heat, such as iron smelters, 
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chain makers, tinplate millmen, gold smelters, and ma.- 
chinists. It has not been suggested, however, that the 
infrared rays of sunlight are responsible for cataract, 
and most attention has been paid to the ultraviolet rays. 


DUODENAL ULCER 


The concept that duodenal ulcer is in some way due 
to the stresses and strains of modern life has continued 
to interest physicians since Harvey Cushing focused at- 
tention on this problem by his paper “Peptic Ulcer and 
the Interbrain” in 1932. Many physicians have called 
attention to the high incidence of ulcers in persons whose 
occupations subject them to continuous mental strain, 
worry, and anxiety and to the tendency for exacerbations 
to occur during periods of emotional stress. Dragstedt 
postulated that these events cause a hypertonus in the 
secretory and motor fibers in the vagus nerves, resulting 
in hypermotility and an excessive continuous secretion 
of gastric juice in the empty stomach, with ulcer forma- 
tion. The abolition of this hypersecretion and concom- 
itant healing of duodenal ulcer following complete gastric 
vagotomy in many cases has supported this point of view. 

Recently, Gray and his associates! suggested an 
alternate mechanism by means of which chronic stress 
may play a causative role in duodenal ulcer. Thus it has 
been postulated that, in response to emotional and sys- 
temic stress, the cells of the anterior hypothalamus se- 
crete a humoral substance that stimulates the pituitary 
gland to release corticotropin. Corticotropin then in- 
creases the liberation of adrenal corticoids such as cor- 
tisone from the adrenal cortex, and these in turn stimu- 
late the gastric glands to an increased production of pep- 
sin and hydrochloric acid. This theory accounts for the 
hypersecretion of gastric juice in response to stress by 
a mechanism independent of the vagus nerve supply to 
the stomach. Support for the hypothesis of Gray has been 
provided by a study by Porter, Movius, and French.’ 
These investigators found that in the monkey, stimulation 
of the anterior hypothalamus causes a secretion of gastric 
juice in the stomach that is prevented by vagotomy. A se- 
cretion of gastric juice may also be produced by stimula- 
tion of the posterior hypothalamus, and this stimulus 
seems to be conducted humorally through the pituitary 
adrenal system. The response to this stimulation occurs 
later and is prevented by adrenalectomy but not by divi- 
sion of the vagus nerves. If the hypersecretion of the 
gastric juice in duodenal ulcer patients were due to the 
adrenal stress mechanism, it would be expected that this 
hypersecretion would continue after vagotomy, since 
the stimulating effect of cortisone on the gastric glands 
persists even after both vagus denervation and extirpa- 
tion of the antrum. Since hypersecretion in duodenal 
ulcer patients is abolished by vagotomy, it would appear 
that this cannot be explained on the basis of the adrenal 
stress mechanism. However, the occurrence of peptic 
ulceration after severe burns (Curling’s ulcer) and other 
serious trauma could depend on the pituitary-adrenal 
stress mechanism, since there is better evidence that such 
stresses excite the liberation of increased amounts of cor- 
tisone by the adrenals. These possibilities are being 
studied, and positive conclusions cannot now be stated. 





Vol. 154, No. 3 


ORGANIZATION SECTION 


THE SEVENTH GENERAL ASSEMBLY OF THE 
WORLD MEDICAL ASSOCIATION 


Following is an abstract of the Proceedings of the World 
Medical Association. A more complete version may be found 
in the March issue of the World Medical Journal (formerly 
Bulletin of the World Medical Association). 


The Seventh General Assembly of the World Medical Asso- 
ciation convened in the Netherlands Parliament Building at 
the Hague, from Aug. 31 to Sept. 5, 1953. Delegates and 
alternate delegates from 33 national medical associations (an 
increase of 9 over last year) were present. The sessions were 
also attended by representatives of 22 national and interna- 
tional organizations, including the World Health Organization, 
International Red Cross, International College of Surgeons, 
International Labour Organization, and International Social 
Security Association. About 100 members of the United States 
Committee, Inc., of the World Medical Association also 
attended. 

The first session was opened by Dr. George Krimpas, 
Greece, president. In his address of welcome Dr. Krimpas 
noted the increasing importance of the World Medical Asso- 
ciation and the benefits that have resulted from its activities. 
He warned the delegates of the dangers ensuing from various 
types of medical social security and closed by asking the 
delegates and member associations to continue their support 
of the World Medical Association code of ethics. 

His Excellency, Dr. P. Muntendam, secretary of state of 
the Netherlands, extended greetings from Her Majesty’s gov- 
ernment. He stated that social and economic goals are achieved 
only when the highest possible level of health of the popu- 
lation is reached. He added that physicians are in an ideal 
position to mediate difficulties between patients, the govern- 
ment, and the social security system, as they are cognizant 
of the health and social welfare of the patient. 

The general assembiy elected Prof. Dr. Lambert A. Hulst, 
Netherlands, as president. In his inaugural address Dr. Hulst 
said that the World Medical Association is an association of 
the free national medical associations. Its increase in size and 
strength since its inception is based on the fundamental prin- 
ciple that “society must guarantee the physician independence 
in his own field.” Those who are skeptical of the usefulness 
of international organizations have become converts of the 
World Medical Association when they have learned that all 
countries regardless of size have two votes in the general 
assembly. In this way each idea or principle is judged on the 
basis of its own intrinsic value and not by the importance of 
the country that introduced or supported it. The World Medi- 
cal Association has no desire to govern the national medical 
associations; it will make recommendations and suggestions— 
that is all it can and will do. 

On the recommendation of the council, membership was 
granted to the Indonesian, Brazilian, and Liechtenstein medi- 
cal associations. 


Annual Financial Report 


The annual financial report of the United States Commit- 
tee, Inc., for the year July, 1952, to June, 1953, was received 
with sincere appreciation to the United States Committee and 
the American Medical Association with the hope that other 
national associations will implement similar committees on 
the basis of this excellent example. 


Council Resolutions 

Dr. Dag Knutson, Sweden, chairman of the council, pre- 
sented the annual report of the council. The council with 
regret informed the general assembly of the death of Dr. 
Elmer Lee Henderson and proposed the following resolution: 

“Dr. Henderson was interested actively in The World Medi- 
cal Association from its inception, first as a member of the 
Organizing Committee, then as a Member of the Council and 


later as its President. Following the completion of his term 
of office as President, Dr. Henderson was again elected to 
the Council. He was devoted to The World Medical Associ- 
ation and shared unsparingly of his time and experience. His 
council will be sorely missed. The Council recommends that 
this memorial be inscribed in the Minutes of the General 
Assembly and a copy sent to his family.” 

This resolution was adopted unanimously. 

The council informed the general assembly of the resigna- 
tion of Dr. Brock Chisholm as director general of the World 
Health Organization and expressed its appreciation of Dr. 
Chisholm’s cooperation with the World Medical Association 
during his term of office. 

A casual vacancy was created on the council by the death 
of Dr. Henderson, which in the interim was filled by the 
appointment of Dr. Austin Smith (U. S. A.). 

The council informed the assembly of the recent organiza- 
tion of an International Union of the Medical Press. This 
organization represents the medical journalists of Latin Europe. 
As the medical journalist group sponsored by the World 
Medical Association is rather loosely organized, it would seem 
justifiable that the World Medical Association secure the co- 
operation of the International Union. The two groups working 
in cooperation could be of assistance to medical editors and 
publishers. The council was instructed to cooperate with the 
International Union in any way possible. 


Report of Secretaries 


Asia.—Dr. S. C. Sen of India, secretary for Asia, reported 
on conditions in that area. He had visited the medical asso- 
ciations in Israel and Pakistan and had been assured of their 
continued interest in and support of the World Medical Asso- 
ciation. He concluded his report by adding that social security 
in the form of compulsory insurance is now being started in 
installments in India. Two centers with medical services ad- 
ministered by full-time salaried physicians operating in clinics 
or dispensaries have been opened. The medical association and 
its recommendations were completely ignored by the govern- 
ment and I. L. O. The remuneration scale for the physicians 
is much too low in comparison with the administrative costs. 
Members of the medical profession has been advised to refuse 
to accept positions in the government service. Dr. M. D. 
Penas of the Philippines requested that the progress of the 
Philippine Medical Association be included in the report. The 
association is particularly interested in the recommendations 
of the World Medical Association. In September the Philippine 
Medical Association will celebrate its 50th anniversary. 


Australasia.—Dr. John Hunter, Australia, secretary for Aus- 
tralasia, discussed the current status of the National Health 
Act, which conforms to the principles of social security as 
established by the World Medical Association. The minister 
of health at all times has consulted the medical profession 
and has on many occasions requested its opinion. In the plan 
for national health service all costly and lifesaving drugs are 
free to everyone. This raised the costs of the plan, partly be- 
cause the profession was uneducated as to the proper use of 
and partly because of public demand for this type of therapy. 
The problem was solved through an educational campaign 
of both the profession and the public. Although all hospitals 
in Australia are public hospitals and any patient can be ad- 
mitted to them, a means test is now applied in certain states. 

Europe.—Dr. Paul Cibrie of France, secretary for Europe, 
stressed the importance of physicians, medical organizations, 
social security groups, and governments meeting together and 
reaching mutually satisfactory and beneficial conclusions. This 
goal should be achieved on both a national and international 
level. He made a plea for the proper recognition of the gen- 
eral practitioner and concluded by discussing a retirement 
plan for physicians in France. The scheme is supported en- 
tirely by the physicians themselves and will enable the retired 
physician to live in a simple but dignified fashion. A long 
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discussion on the various retirement plans for physicians as 
functioning in other countries ensued. The delegates agreed 
that a useful purpose would be served by studying retirement 
and pension plans for physicians and instructed the council 
to implement such a study and report back to the assembly. 

Latin America.—Dr. J. A. Bustamente, Cuba, secretary for 
Latin America, stated that two important meetings had been 
held during the past year. These were the Fourth Pan Ameri- 
can Socio-Medical Congress, which considered national plans 
for medical service and the effect of social security on the 
responsibilities of medical organization and heard scientific 
discussions of poliomyelitis and cancer; and the Third General 
Assembly of the Pan American Medical Confederation, which 
reached important agreements on social security and medical 
education. 


World Medical Journal 

The Planning and Finance Committee recommended that 
the council be instructed by the assembly to select an edi- 
torial board of five members—three members chosen at large 
as any other council committee and an executive editor, with 
the secretary general acting as business administrator, ex 
officio. The editorial board should report to the general as- 
sembly through the council. This board should be advisory 
and should recommend changes in the present’ format and 
presentation of the World Medical Journal. Associate or con- 
tributing editors should be selected by the council after con- 
sultation with member associations and should present views 
from their areas. The general assembly adopted these sugges- 
tions and made them effective Jan. 1, 1954. 


Planning and Finance 

The Planning and Finance Committee through its chairman, 
Dr. T. C. Routley of Canada, recommended that no general 
assembly be held in 1955 and that regional meetings be 
planned for that year in Latin America, Europe, and Australia. 
This recommendation resulted from consideration of a ques- 
tionnaire sent to member associations requesting them to esti- 
mate the size of their delegation if the 1955 meeting were 
scheduled in Australia or Cuba—the results indicating that 
cost of transportation would drastically limit the size of the 
general assembly. It was proposed that the problem be re- 
ferred back to the council in the light of the discussion and 
with instructions to report back to the eighth general assembly. 
On the recommendation of the committee, the council was 
instructed to investigate the possibilities of the World Medical 
Association’s assuming active participation in the field of in- 
dustrial and occupational medicine. 


Medical Ethics 

Dr. Cibrie, chairman of the Medical Ethics Committee, told 
the delegates that the committee believed it necessary to amend 
the association’s code of medical ethics by adding a short 
chapter on “The Duties of Doctors to Society.” Dr. Jean 
Maystre, liaison officer to the International Committee of the 
Red Cross, supported this recommendation. He pointed out 
that the Red Cross Geneva Convention is being studied by 
a number of countries as a means of regimenting and con- 
trolling the medical profession in time of war. Furthermore, 
the subject is being considered by the executive board of 
WHO in its consideration of international medical law and 
therefore becomes a matter of some urgency for the World 
Medical Association. The general assembly directed that the 
committee be instructed to draft an additional chapter to the 
code of medical ethics on the social duties of physicians. The 
World Medical Association should call attention to the fact 
that the role of the physician in wartime, including the appli- 
cation of general duties, is included in its Code of Ethics. 
The necessary means for accomplishing its role are a part 
of the convention established by the International Committee 
of the Red Cross, the only organization functioning during 
war and having any authority over belligerents. The World 
Medical Association emphatically declared that the establish- 
ment of an international code of medical ethics is its exclusive 
rights. Attention was called to the fact that no provision is 
made for the use of the Red Cross emblem by medical civil 
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defense units, its personnel, materials, and vehicles. The 
assembly instructed the council to approach the Red Cross on 
the subject of including these units under the protection of 
its emblem. 


International Pharmacopoeia 


The International Pharmacopoeia Committee reported that 
it had sent a letter to the director general of WHO prior to 
the Sixth WHO Assembly in May (1) requesting that WHO 
state again for its member states the function of the Inter- 
national Pharmacopoeia, (2) requesting that WHO investigate 
the program of the subcommittee on international nonpro- 
prietary names to determine if considerations by the sub- 
committee are in accord with the terms of reference of the 
WHO constitution, and (3) suggesting to WHO that a set of 
rules be prepared for the guidance of the Expert Committee 
on Names by which all interested parties have an opportunity 
to review the proposed names and offer suggestions and com- 
ments and at the same time protect national pharmacopoeias. 


Medical Education 

The general assemb!y passed an unanimous vote of appre- 
ciation to all those who had contributed to the outstanding 
success of the conference on medical education. 


Social Security 

Dr. Knutson, chairman of the Social Security Committee, 
reported that the subject of remuneration of physicians had 
been considered and recommended that the general assembly 
adopt the following declaration: 

“The Seventh General Assembly of The World Medical 
Association having taken cognizance of the Report of the 
Committee on Social Security and having taken the position 
that various fair methods of remuneration of doctors in the 
Social Security structure can be accepted by the profession, 
declares that the profession ought to reject categorically, any 
method of remuneration which could have a harmful influence 
on the quality of medical care or would not confirm to the 
principles of Medical Ethics, and reaffirms its action of 1948 
relative to the Twelve Principles and recommendations per- 
taining thereto, concerning medical care under Social Security, 
and instructs the Council to publicize this resolution wherever 
advisable.” 

Dr. F. A. Sondervorst of Belgium informed the delegates of 
the state of tension now existing in his country between the 
government, the social security group, and the physicians. The 
recent decree is not in conformity with the recommendations 
of the medical profession and allows the Friendly Aid Societies 
in case of nonpriority to release the physician and provides 
that the physician be subject to nonprofessional legal juris- 
diction. Hence the profession refuses to cooperate. The prob- 
lem of the deficit of the budget continues. No political party 
wishes to assume the responsibility of reducing benefits to 
those who are insured in order to balance the budget. 

Dr. K. E. U. Jaameri of Finland told the delegates that to 
date the medical profession in his country had little contact 
with the social security organizations but now their time, too, 
had arrived. An entirely new system has been submitted to 
the medical profession by the Friendly Aid Group. The patient 
would see a nurse who would be trained in social medicine. 
This would reduce the cost to the patient of seeing a physician. 
The medical profession does not approve this system, as it 
realizes that minor ailments at times have serious conse- 
quences. 

Dr. R. Schaffer of South Africa noted that society cannot 
take overdoses of social security. With the present widespread 
overly enthusiastic attitude toward social security, the medical 
profession is gradually developing an acute social insecurity. 
The medical profession should study economics. With an 
ever-increasing supply of doctors being graduated from medical 
schools and wishing to make a living, social security organi- 
zations recognize their advantage and exploit not only the 
present supply of physicians but also that of the future. The 
time has come for the medical profession to cease encouraging 
more social security and insist that the public pay for the 
professional services it receives. South Africa has a com- 
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paratively comprehensive social security plan, but the medical 
profession is represented directly on every government body 
concerned with it. 

In Switzerland, Dr. Leon Sochechaye reported, the system 
of remuneration is on a fee-for-service basis and is approved 
by the medical profession. A new law has been drafted. It 
would provide better medical care for those without financial 
means and would be on a compulsory basis. The medical 
profession will cooperate if free practice of the profession and 
medical secrecy are guaranteed. The draft of this plan has 
been submitted to parliament. It may not be accepted or it 
may be modified to such an extent that the medical profession 
could not accept it. 


Dr. V. A. Fenger of Denmark discussed the advisability of 
the medical profession entering the political field. He stated 
that the Danish Medical Association had decided it would be 
a mistake. He told the delegates that his government was 
endeavoring to unify its social security system. This would 
mean that another 20% of the population would be brought 
into the sickness fund. Although former legislation on social 
security has been accepted as a necessity, the medical pro- 
fession is not convinced that this additional 20% is necessary 
and the profession will cooperate only under certain con- 
ditions. 

Dr. T. R. Hill of Great Britain suggested that the discussion 
had placed too great an emphasis on dangers to the profession 
and overlooked the dedication of the profession to serve 
humanity. He introduced an addendum to the report of the 
committee instructing the council to undertake a study to 
provide a plan whereby the poor of all nations would be 
assured of medical care without lowering the standards of 
medical care and that would not result in social security 
developments detrimental to medicine. 


Prof. Dr. A. Spinelli of Italy told the delegates that the 
profession in his country was opposed to the nationalization 
of medicine. The only acceptable system of remuneration is 
direct payment of the physician by the patient. 

The Royal Netherlands Medical Association had recently 
discussed the advisability of national and international associ- 
ations becoming active in politics, Dr. F. Wibaut reported. It 
was agreed that associations not only had the right but must 
accept the duty to support or oppose certain measures from 
a medical viewpoint. In opposing political groups, however, 
the association’s arguments must not be political but must be 
based on the welfare of the patient and the profession. 

Dr. Cibrie reported that the medical profession in France 
has reached an agreement for the modification of the current 
social security law. 


In speaking for the United States, Dr. Gunnar Gundersen 
said that many in his country believed that social security had 
gone too far and too fast. A proposal is now before Congress 
to extend the social security plan to an additional 10 million 
persons. The physicians and lawyers of the United States have 
no desire to be included in the plan, preferring to make their 
own provisions in the traditional way. Money in trust funds 
for old age should be exempt from taxation. Social security 
leads only to bureaucracy. The budget in the United States is 
not balanced, and the deficit would be increased with increased 
social security. The people of the United States approve of 
aiding war-ravaged countries, but they object to subsidizing 
socialism in Europe. The medical profession in the United 
States is still free. Ninety million people are covered by 
voluntary health insurance and the number is increasing. The 
medical profession believes that the voluntary system is the 
only system that will provide the highest type of medical care. 
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Further Business 

The general assembly reaffirmed the selection of Rome, 
Italy, for the eighth general assembly in 1954, and Prof. Dr. 
A. Spinelli of Italy was unanimously designated president-elect 
for the year 1953-1954. Dr. Otto Leuch of Switzerland was 
unanimously elected treasurer for a three year term. The 
following members were elected to the council for the ensuing 
three years: Dr. Gunnar Gundersen (U. S. A.), Dr. A. 
Mantellos (Greece), Dr. S. C. Sen (India), and Dr. Lorenzo 
Garcia-Tornel (Spain). 


SIXTH A. M. A. MEDICAL PUBLIC 
RELATIONS CONFERENCE 


More than 350 physicians and medical society lay personnel 
focused their attention on public relations policies, problems, 
and methods at the Sixth Annual Medical Public Relations 
Conference held on Nov. 30 in the Jefferson Hotel just prior 
to the opening of the A. M. A. Clinical Meeting in St. Louis. 
Delivering the keynote address, Dr. Walter B. Martin of Nor- 
folk, Va., President-Elect of the American Medical Association, 
pointed out that health is no longer entirely an individual 
matter between a physician and a patient. Problems that arise, 
he said, require careful coordination of all health activities 
for the total benefit of the public. Dr. Martin described public 
relations “not as a means of putting ourselves in a better light 
before the public but as a way by which we can learn better 
how to serve the public and to constantly enhance the quantity 
and quality of medical care and its availability. If our judg- 
ment is given honestly and fearlessly for the common good, 
it should and will carry weight,” he declared. “If it is founded 
on ignorance or colored by self-interest, it will be disregarded.” 

Dr. Franklin L. Shively Jr. of Dayton, Ohio, vice-president 
of the Montgomery County Medical Society, presided over 
the opening session, which included an address of welcome 
by Dr. George F. Lull of Chicago, Secretary and General 
Manager of the A. M. A. Dr. Lull urged medical public rela- 
tions persons in the field to develop their own ideas and pass 
them on to the A. M. A. Public Relations Department for 
relay to other state and county societies. 

A morning symposium, “Making a PR Program Work,” 
included Dr. Josephine Renshaw of Washington, D. C., public 
relations chairman for the Medical Society of the District of 
Columbia; Dr. Clyde W. Miller of Wichita, Kan., public rela- 
tions chairman for the Kansas State Medical Society; Dr. 
David Welton of Charlotte, N. C., president of the Mecklen- 
burg County Medical Society, and Dr. Lewis A. Alesen of 
Los Angeles, past president of the California Medical Asso- 
ciation. 

Dr. Renshaw, in discussing how to improve the attitude of 
the public toward the medical profession, emphasized the need 
of reaching school children “as doctors helping with school 
health programs and as parents working through parent-teacher 
associations.” Describing a “public opinion poll” taken in the 
form of a series of dinner meetings with representatives of 
some 20 groups, such as labor, industry, education, and re- 
ligion, Dr. Miller said its value lay in the fact that “we asked 
our neighbors to help us with a problem.” While not a true 
public opinion poll, he added, the project has given “a depth 
of knowledge that the broadest opinion poll can never 
approach.” Dr. Welton reported that his society had set up a 
special study committee to learn the facts about medical serv- 
ice and personnel in the community, obtain local public opinion 
on the subject, and develop recommendations to correct de- 
ficiencies. The public opinion poll, he said, “did convince the 
public that we were willing to have an unbiased evaluation 
and opened the door to a positive program of improvement.” 
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The full development of emergency call systems, public 
service committees, and programs for medical care regardless 
of ability to pay were the three main objectives outlined by 
Dr. Alesen. He also urged punishment of physicians for gross 
violations of ethical concepts, and he emphasized the role of 
women’s auxiliaries in public relations work. 

Speaking at the conference luncheon session, Dr. Leo H. 
Bartemeier of Detroit, Chairman of the A. M. A. Committee 
on Mental Health, urged physicians to try to understand the 
feelings of anxiety, fear, and insecurity that motivate some 
patients. “The majority of sick people hope that their phy- 
sician, in addition to his medical knowledge and skill, will 
be sufficiently interested in them so that they may have his 
complete attention,” Dr. Bartemeier said. “They want to sense 
that he cares how they feel and that he will relieve their 
suffering as quickly as possible.” He pointed out that many 
adult patients expect their physicians to have the same atti- 
tude and understanding as their parents once did. Repeated 
failure to understand patients in matters that are serious to 
them tends to motivate them away from medicine, he added. 

Industry and agriculture were represented in an afternoon 
discussion of “Selling Our Economic System: How Others Do 
It,’ presided over by Dr. Arthur Neilson, chairman of the 
St. Louis Medical Society Public Relations Committee. Taking 
part were Mr. Howard W. Bennett of New York, manager 
of economic education in the plant community relations di- 
vision of the General Electric Company, and Mr. Roger Flem- 
ing of Washington, D. C., secretary-treasurer of the American 
Farm Bureau Federation. Describing his company’s economic 
education program for employees, Mr. Bennett reported: “one 
thing we have learned is that you must take a positive ap- 
proach and you must be there with the facts.” He suggested 
that the medical profession might “ring a bell better” by 
talking more about the health of the people and less about 
the accomplishments of medicine and medical organizations. 
“The American system is different from any other system in 
the world the same as American medical societies are different 
from any other medical societies around the globe,” Mr. Ben- 
nett declared. “To protect this system, all of us should be on 
the lookout for proposed changes that might remove an 
essential part of the system.” 

Mr. Fleming, observing that efforts have been made to 
smear medicine because of an alleged negative attitude, pointed 
out that “seven of the ten commandments start out ‘Thou 
shalt not.’ I hope that you will survey the total field and add 
your contribution as American citizens to dealing with the 
problem of centralization, of wholesale political interference 
in the economic field wherever you find it,” he said. “If you 
don’t fight on the side of liberty, you fight against it.” 

Mr. Rollen Waterson of Oakland, Calif., executive secre- 
tary of the Alameda-Contra Costa County Medical Associ- 
ation, presided over a symposium “Mending Our PR Fences.” 
He told the conference: “If we are to have good public rela- 
tions with people, we have to back up what we say, be what 
we pretend to be and produce a uniformly good product.” 

The first panel speaker, Dr. Edwin Crosby of Chicago, 
director of the Joint Commission on Accreditation of Hos- 
pitals, urged the audience “to explain that the Joint Commis- 
sion is one of the greatest bulwarks against socialism that 
medicine and the hospital professions have ever constructed. 
It assures the public that our primary concern is for the 
patient and the care which he receives.” 

Dr. Durward Blakey of Clarksdale, Miss., secretary of the 
Clarksdale and Six Counties Medical Society, reported on the 
success of his hospital’s medical audit program. He said: 
“There is no means whereby a hospital can render the best 
possible medical care unless the medical staff has adopted and 
strictly enforced a plan whereby every doctor’s ability is con- 
stantly checked and his privileges assigned accordingly. A medi- 
cal audit system represents an ideal.” 
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Speaking on “A Mediation Committee with Teeth,” Dr, 
David W. McCarty of Longmont, Colo., chairman of the 
board of supervisors of the Colorado State Medical Society, 
declared that any committee on professional conduct should 
have the approval and respect of members of the state society 
and the confidence of the public. He added that it also should 
be empowered to carry out complete investigations, to prose- 
cute serious offenses before a judicial body, and to conduct 
educational programs. Good publicity is another essential for 
real effectiveness, Dr. McCarty said. 


Dr. Henry V. Weinert of Passaic, N. J., chairman of the 
tissue committee at St. Mary’s Hospital, advised that any hos- 
pital planning a tissue committee should first set up basic 
legislation to combat such irregularities as ghost surgery and 
unnecessary surgery. He also said: “Properly encouraged, phy- 
sicians will permit self-examination and correction, which js 
excellent prophylactic therapy for future adverse publicity and 
another step to good public relations.” 


Winding up the Conference program, Mr. Leo E. Brown, 
Director of Public Relations for the American Medical Asso- 
ciation, emphasized the need to “stimulate an awareness on 
the part of the individual physician of just what public rela- 
tions means to the medical profession and to him as an 
individual.” He concluded by saying: “only the individual phy- 
sician can heal the medical profession’s public relations 
wounds.” 


ANNUAL CONVENTION OF INTER- 
NATIONAL ASSOCIATION OF INDUSTRIAL 
ACCIDENT BOARDS AND COMMISSIONS 


The 39th Annual Convention of the International Associa- 
tion of Industrial Accident Boards and Commissions was held 
at Coronado, Calif., Oct. 4-8, 1953. The members of this group 
are the workmen’s compensation administrators from the 
states, territories, and Canadian provinces. Associate member- 
ships are held by insurance carriers, medical organizations, 
self-insurers, and others interested in the field of workmen’s 
compensation. 


As has been the custom in recent years, a large part of the 
program was devoted to the medical aspects of workmen’s 
compensation. One session dealt with the perennial problem of 
disabilities of the back, including herniated intervertebral 
disks, another with recent developments in loss of hearing 
claims. After a demonstration on fitting, training, and re- 
habilitation of upper extremity prosthetic cases and a panel 
discussion on rehabilitation centers, a new film on the Re- 
habilitation Center of Puerto Rico was shown. 


The report of the rehabilitation committee reiterated the 
need for adoption of a working agreement between the com- 
pensation authorities of the various jurisdictions and the 
vocational rehabilitation divisions of the states or territories. 
The committee invited Georgia, Colorado, Illinois, and Hawaii 
to experiment with the working agreement, approved at the 
last convention of the association and to report the results of 
their efforts to the committee prior to the next convention at 
Quebec in 1954. 


The report of the Medical Committee was a very general 
and limited discussion of permanent disability rating and 
evaluation methods throughout the United States and Canada. 
After a brief summary of past efforts by the association to 
discuss this vital problem, the report stated: “Thirty years 
have since elapsed, bringing wars, periods of depression and 
economic change. Even since 1940 there has been an industrial 
and economic revolution with marked advances in labour 
relations. Despite this period of progress in allied fields there 
has been little, if any, change in workmen’s compensation 
laws and administrations, particularly in the field of permanent 
disability evaluation.” In describing existing conditions, the 
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report stated: “We believe it is obvious to any experienced 
compensation administrator that the wheels of progress have 
become mired and bogged down in an entangled mesh of 
legalistic procrastination and red tape. The cause of this 
dilemma is not hard to find. Critical analysis of some of our 
laws shows there is still an underlying tendency to buy off the 
injured workman—to place strict emphasis on monetary values 
for certain injuries, forgetting all too often that we are dealing 
with complex human individuals rather than machines. Until 
and unless there is a change in our basic thinking and 
philosophy, evaluation for permanent disability will still re- 
main the jumbled, confused chaotic mess it is today.” 

In conclusion, the committee outlined a few generalities in 
respect to disability rating and evaluation for the consideration 
of the Association. 


“1. Recognition that compensation benefits and payments 
during the acute phase of illness following the accident or 
occupational disease should continue until the condition be- 
comes Static, or until the claimant is able to resume full or 
modified employment. 


Explanation: Permanent partial, or permanent total dis- 
ability means exactly what the word ‘permanent’ implies; 
namely, that the condition will be more or less static and 
unchangeable during the lifetime of the claimant. Your 
Committee feels that both the purpose and the principle 
of compensation benefits paid during the acute or healing 
period are entirely different in concept and meaning to 
the awards paid for permanent disability. 


“2. Recognition that maximum medical restoration of func- 
tion along with adequate readjustment from a physical, socio- 
logical and mental standpoint is a necessary prerequisite of 
disability rating. That such maximum medical restoration 
should be supervised and controlled by the various compensa- 
tion agencies. 

Explanation: Hitherto in a great many jurisdictions 
emphasis has been placed on early settlement. The com- 
pelling attitude has been to get rid of the case and close 
the books. Overemphasis on speed of settlement before 
the claimant is completely recovered from his physical 
and mental injury is detrimental to the claimant. Such 
lump sum settlements, we know, are greatly sought after 
by both the insurer and the insured. All such awards are 
later found to be completely inequitable and based on 
inadequate medical testimony. Your Committee makes a 
strong plea for a complete shift of emphasis and priority. 
We feel that complete physical restoration with advanced 
medical care, coupled with rehabilitation and readjust- 
ment, is much more valuable and important than hasty 
monetary consideration. 


“3. Recognition that the process of rehabilitation in its 
broadest aspect is both desirous and a necessary forerunner 
of successful permanent disability rating. 


Explanation: Rehabilitation is the end point of the com- 
pensation processes regardless of whether we are working 
under a so-called forensic or clinical system. Successful 
permanent disability rating, particularly in unscheduled or 
controversial scheduled cases, depends to a large extent 
on how successful we have been in our primary medical 
care, physical rehabilitation, work assessment, job place- 
ment efforts, and vocational retraining. 


“4. Recognition that permanent disability within jurisdic- 
tional limits is a clinical rather than a legal problem and that 
in so far as practical all ratings should be made by experienced, 
trained personnel employed by the commission, including at 
least one or two physicians specializing in this work. 


Explanation: Disability evaluation is a medical specialty 
requiring a high dégree of skill, training and experience. 
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Human beings are complex mechanisms with many factors 
influencing their well-being, attitudes and behavior. They 
differ so widely in their reactions and adaptability that 
each must necessarily become an individual problem. We 
believe that the responsibility for the injured worker's 
future rests with the commission and this responsibility 
should not be delegated. 


“5. Recognition that in moderately severe and severe dis- 
abilities pensions for permanent disability should be calculated 
and awarded on a lifetime basis. 

Explanation: More and more jurisdictions throughout the 
United States are paying sizable awards in weekly in- 
stallments up to five and ten years’ duration. Your Com- 
mittee feels that this is a step in the right direction, but 
that it does not go far enough. The worker still has his 
disability after this period and he has reached an age 
when his earning capacity is reduced. Thus his payments 
stop at the very time when they are most needed. Large 
lump sum settlements given without restriction would 
appear to have practically no place in compensation ad- 
ministration. 


“6. Recognition that any rating schedule should be used only 
as a guide in disability evaluation and that procedural right 
should be vested in administrative bodies to vary this schedule 
within certain limits. 


Explanation: The rating schedule should be our servant 
and not our master. (No two disabilities are alike in their 
effect upon individuals.) In dealing with permanent dis- 
ability awards we are dealing with the effect of the injury, 
not the injury itself. We are primarily concerned with 
inequity in disability rating and feel that jurisdictional 
rights, within certain limits, should be given to com- 
pensation administrative bodies so that they might exercise 
to a limited degree discretionary powers. 


“7, Recognition that disability awards and pensions should 
be subject to review during the lifetime of the claimant, pro- 
vided medical evidence is produced to show the condition for 
which the rating was made has changed. 


Explanation: Medicine is not an exact science. Disability 
evaluation calls for exacting end result studies and prog- 
nosis—mistakes are more common in the field of prognosis 
than any other branch of medicine. Without a procedure 
of review in doubtful cases, injustices and inequities are 
bound to arise. 


“8. Recognition that our present system of compensating 
for permanent disabilities has not kept pace with advances in 
modern industrial and sociological thinking. 

Explanation: Realization of existing inadequacies is a 
good approach to the need for a change in our basic 

’ concept and philosophy of permanent disability ratings. 


“9, Recognition that at the present time uniformity and 
standardization of permanent disabilities throughout the various 
jurisdictions are neither feasible, practical nor desirable, but 
that a shift of emphasis to equality of medical treatment with 
full rehabilitation measures would narrow the gap between 
awards made by different jurisdictions under our existing laws. 


“10. Recognition that there is a definite need for a complete 
scientific study of all aspects of disability ratings on both a 
state and national level. That this study is of such importance 
both economically and socially it can be undertaken only by 
a full-time committee adequately financed.” 

Because of the growing importance of medical problems in 
workmen’s compensation administration, a meeting is planned 
between the medical committee of the association and the 
Council on Industrial Health of the American Medical Associ- 
ation to allow for joint discussion of these problems. 
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MEDICAL NEWS 


CALIFORNIA 


Yandell Medal to Dr. Holman.—On Nov. 11, 1953, the Louis- 
ville Surgical Society awarded the first annual David W. Yan- 
dell medal to Dr. Emile Holman, professor of surgery, Stanford 
University School of Medicine, San Francisco. The annual 
award and lectureship were instituted to honor the memory 
of Dr. David W. Yandell, founder of the society, who was 
professor of surgery in the University of Louisville School of 
Medicine from 1869 to 1898. Dr. Holman conducted surgical 
conferences at the university before his presentation of the 
annual Yandell lecture. 


Course on Radioactive Isotopes.—The University of South- 
ern California Medical Extension Education, Los Angeles, will 
offer a course, “The Essential Physics of Therapeutic Radi- 
ology and the Clinical Applications of Radioactive Isotopes,” 
on Monday evenings, 8 to 10 p. m., from March 8 to May 24, 
at the Los Angeles County Hospital and the Cedars of Lebanon 
Hospital. Inquiries should be directed to Dr. Robert 5. Cle- 
land, Assistant Director, Medical Extension Education, Uni- 
versity of Southern California School of Medicine, 2025 Zonal 
Ave., Los Angeles 33 (telephone CApitol 5-1511). 


COLORADO 

Society News.—At a recent meeting of the Colorado Radio- 
logical Society the following officers were elected: Dr. William 
S. Curtis, Denver, president; Dr. Raymond R. Lanier, Denver, 
vice-president; Dr. Parker Allen, Denver, secretary; and Dr. 
Thomas J. Kennedy, Denver, treasurer. 


Vector Control Program.—A two year demonstration pro- 
gram in insect and rodent control is being conducted by the 
Colorado State Health Department, the U. S. Public Health 
Service, and the Pueblo City-County Health Department in the 
county of Pueblo. The purpose is to show how insect and 
rodent control can be incorporated into the over-all environ- 
mental sanitation activities of a local health unit as an effec- 
tive means of raising standards of community health. The 
attention of the community has been focused on four major 
problem areas in insect and rodent control: (1) improvement in 
methods of storage, collection, and disposal of refuse; (2) im- 
provements in methods of handling industrial wastes; (3) elimi- 
nation of outdoor privies and promotion of, or actual extension 
of sewers; and (4) improvements in the cleanliness of, or, where 
indicated, elimination of animal and poultry shelters. To arouse 
public interest in the program, the City-County Health Depart- 
ment has sponsored a “Cleaner Pueblo” campaign, a demon- 
stration of the sanitary landfill method of garbage and trash 
disposal, and an educational program among civic groups and 
service clubs. Future plans include an environmental sanitation 
survey in the city and surrounding fringe areas. 


CONNECTICUT 

Hospital News.—Dr. Wilmar M. Allen, director of the Hart- 
ford Hospital for 17 years, has retired and will be succeeded 
by Dr. T. Stewart Hamilton, director, Newton-Wellesley Hos- 
pital, Newton Lower Falls, Mass., and assistant director of 
the Massachusetts General Hospital, Boston. 


Personal.—Gov. John D. Lodge has reappointed Dr. John H. 
Bumstead, New Haven, for a five year term to the Connecti- 
cut Medical Examining Board after nomination by the Con- 
necticut State Medical Society. Dr. Harold S. Barrett, chief, 
medical services section, Connecticut State Department of 
Health has been appointed deputy commissioner to succeed 
Dr. Albert S. Gray, who retired July 1. Dr. Barrett served as 
an officer in the U. S. Public Health Service from 1944 to 
1950. 








Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Tommy Memorial Fund.—Representatives of the New Britain 
firemen, who recently set up the Tommy Memorial Fund fo: 
research on leukemia, have presented a check for $8,000 to 
the Yale University School of Medicine in memory of Tommy 
Mozdzierz, who died in January, 1953, at the age of 4. The 
firemen plan to continue their fund-raising efforts and are 
calling on fire departments in other communities. The con- 
tributions, which have come from hundreds of individuals and 
organizations, include some from the Canal Zone, Alaska, and 
soldiers in Korea. The largest sum, $1,341.61, was raised at a 
benefit dinner by the Bristol firemen. 


DISTRICT OF COLUMBIA 


Variety Club Receives First Nichols Award.—The Variety Club 
of Washington has been named by the Medical Society of the 
District of Columbia as the first recipient of the John Benja- 
min Nichols award “for contributions in the health field and 
distinguished service to the people of the District of Columbia.” 
The award, named in honor of Dr. John Benjamin Nichols, 86, 
is given to the lay person or organization, or both, judged to 
have made outstanding contributions to the betterment of 
health of the people of the District of Columbia. It consists 
of a certificate and a bronze plaque. The Variety Club’s many 
contributions to the improvement of health facilities in the 
District of Columbia have included a pledge of $115,800 to 
Children’s Hospital for an outpatient clinic that can handle 
92,000 patient visits a year; a new ambulance for the Central 
Dispensary and Emergency Hospital; $2,500 to Episcopal 
Eye, Ear and Throat Hospital for a medical social service 
worker for the glaucoma clinic; $1,500 to the community chest; 
$2,000 to the Metropolitan Police Boys’ Club; $1,500 for 
nurses’ quarters at the Hebrew Home for Aged; and first-run 
movies for the Florence Crittenton Home, District Training 
School, Freedmen’s Hospital, Glenn Dale Sanatorium, In- 
dustrial Home School of Blue Plains, Masonic Home, and 
Junior Village (D. C. Home for Children). 


GEORGIA 

Georgia Hospitals Built with Hill-Burton Aid.—Soon after 
the Hill-Burton Bill became a federal law on Aug. 13, 1946, 
the state of Georgia made a detailed survey of its hospital 
situation and estimated its future hospital needs. A master 
state hospital plan was formulated and approved by the state 
board of health and presented to the citizens of Georgia in a 
widely announced public hearing. In 1949 the general assembly 
passed an act providing for state grants-in-aid to further im- 
plement the hospital program, and Georgia went to work to 
relieve the acute shortage of hospital facilities that had de- 
veloped during the depression years and during World War II. 
Thus, for several years the hospital construction program in 
Georgia has been based on an inventory of its existing facili- 
ties, the areas of greatest needs, and the resources available 
in these areas. 

A pamphlet published by the Georgia Department of Pub- 
lic Health gives details of the projects completed and under 
construction and approved new projects as of Jan. 1, 1953. 
Pictures of a few of these projects appear on the opposite 
page. As of that date, 132 projects, including hospitals, public 
health centers, nurses’ homes, and laboratories, were either 
completed, under construction, or approved, and these will add 
3,243 hospital beds at a total estimated cost of $53,978,006.27. 
Since this pamphlet was published, additional new hospitals 
have been completed at Ashburn, Blackshear, Calhoun, Cordele, 
Douglas, Fort Oglethorpe, Fort Valley, Ocilla, and Soperton. 
The appropriations through the 1952-1953 fiscal year included 
$19,468,945 of federal funds and $11,473,000 of state funds 
paid or earmarked for projects completed, under construction, 
or approved. The local sponsor’s share brought the total cost 
to about 54 million dollars. The pamphlet states that the con- 
struction program has created an urgent need in Georgia for 
more and better trained hospital personnel and that the various 
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communities will need to share with the hospitals the responsi- 
bility for the training of more dietitians, technicians, nurses, 
nurses’ aids, medical record librarians, and administrators, if 
the health needs of the people are to be properly met. It is 
said, there is still much to be done, in replacing obsolete gen- 
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eral hospital facilities in the larger medical centers and in the 
construction of facilities for patients with chronic illness and 
of special diagnostic and rehabilitation facilities. As of the fore- 
going date, only 59% of the state’s needs had been met for 
hospital general service. 























New Georgia Hospitals.—Reading from top and left to right 
are Screven County Hospital, Mitchell County Hospital, Coffee 
County Hospital, Upson County Hospital, Kennestone Hospi- 
tal, Arlington City Hospital, Griffin-Spalding County Hospital, 
and Hall County Hospital. 
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ILLINOIS 

Radioisotope Research on Gastrointestinal Diseases.—Drs. Karl 
A. Meyer and Donald D. Kozoll have been awarded a grant- 
in-aid of $12,960 for radioisotope research in gastrointestinal 
diseases by the Dr. Jerome D. Solomon Memorial Research 
Foundation. The work will be carried on in the Children’s 
Building of Cook County Hospital, Chicago, where Drs. Meyer 
and Kozoll are the attending and associate attending physicians, 
respectively. Drs. Robert James Freeark and Robert Jay Baker 
have been assigned to the project as full-time fellows. 


Chicago 

Meeting on Antihypertensive Drugs.—The Douglas Park 
Branch of the Chicago Medical Society in cooperation with the 
Chicago Heart Association will meet Jan. 19 at 9 p. m. in 
MacNeal Memorial Hospital, 3249 S. Oak Park Ave., Berwyn, 
to discuss “Use of Newer Antihypertensive Drugs.” The 
speaker, Dr. George E. Wakerlin, professor of physiology, 
University of Illinois College of Medicine, will serve as moder- 
ator for a round table discussion in which Drs. Carl F. Bau- 
meister, Berwyn, Ill., Benjamin Pearlman, and Francis L, 
Foran will participate. 





MARYLAND 


Society News.—The Baltimore City Medical Society offers the 
following lectures at Osler Hall, 1211 Cathedral St., Jan. 15, 
8:30 p. m.: 
Regional Enteritis, Burrill B. Crohn, New York (by invitation). 
Chronic Idiopathic Ulcerative Colitis—Problems in Etiology and Man- 
agement, Thomas E. Machella, Philadelphia (by invitation). 


MASSACHUSETTS 

Joint Medical-Dental Meeting—The Greater Boston Medical 
Society and the Greater Boston Dental Society will hold their 
annual joint meeting Jan. 20 at 8:30 p. m. at the Boston Club, 
46 Beacon St., Boston. Dr. Hans Selye, director, Institute of 
Experimental Medicine and Surgery, University of Montreal, 
Canada, will read the paper “Stress and Disease,” which will 
be discussed by Dr. Gustave J. Dammin, Harvard Medical 
School, Boston, and Irving Glickman, D.D.S., Tufts College 
Dental School, Boston. All interested persons are invited. 


MICHIGAN 

Society News.—The Michigan Allergy Society has elected Dr. 
Donald S. Smith, Pontiac, president; Dr. Joseph H. Shaffer, 
Detroit, vice-president; and Dr. Sidney Friedlaender, Detroit, 
secretary. The next meeting will be held in Detroit Jan. 20, 
at which time Elvin A. Kabat, Ph.D., professor of microbi- 
ology, Columbia University College of Physicians and Sur- 
geons, New York, will discuss “Quantitative Immunochemistry 
in the Study of Allergic Reactions.” 


NEW YORK 
County Society Meeting on Cancer.—The Medical Society of 
the County of Kings will present the following program at its 
stated meeting Jan. 19, in MacNaughton Auditorium, Brook- 
lyn: 
Joseph H. Burchenal, New York, Chemotherapy and Hormonal Treat- 
ment of Cancer. 
Ernest L. Wynder, New York, Prophylactic Treatment of Cancer. 
James J. Nickson, New York, Management of Cancer with Radiation 
Therapy and Radioactive Isotopes. 


Hospital News.—Manhattan State Hospital, New York, offers 
Friday afternoon lectures (1:30 p. m.) in the Keener Building 
on Ward’s Island. The courses started Jan. 8 with the first of 
a series of 10 lectures on basic concepts of psychoanalytics by 
Dr. Hyman L. Rachlin. From March 19 to May 28 Dr. Sarah 
Y. Breitbart will have as her topic for the Friday lectures 
“Therapeutic Implications of Horney’s Theory of Neurosis.” 
Programs may be had on request to Dr. John H. Travis, 
director. 


Memorial to Dr. Anna Brown.—As a memorial to Dr. C. 
Anna J. Brown, a practicing Seneca Falls physician for half a 
century previous to her death in 1952, a new x-ray room has 
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been opened in the Seneca Falls Hospital, which she established 
in 1910. Several organizations of the village contributed to 
the memorial fund for the purchase of the x-ray equipmen: 
The door will bear a bronze tablet inscribed: “This x-ra, 
equipment is a community gift to the Seneca Falls Hospital| 
in living memory of the devoted and unselfish services of Dr. 
C. Anna J. Brown to the people of this village.” 


New York City 

Harvey Lecture.—Rollin D. Hotchkiss, Ph.D., associate mem- 
ber, the Rockefeller Institute for Medical Research, will deliver 
the fifth Harvey lecture of the 1953-1954 series at the New 
York Academy of Medicine, Jan. 21. He will discuss “Genetic 
Chemistry of the Pneumococcal Transformations.” 


Fourth Pollitzer Lecture—The Department of Dermatology 
and Syphilology of the Post-Graduate Medical School of the 
New York University-Bellevue Medical Center announces that 
the fourth Sigmund Pollitzer lecture will be given by Dr. 
Stephen Rothman, professor of dermatology and syphilology, 
University of Chicago School of Medicine, Jan. 21 at 4 p. m., 
in the main lecture hall of the College of Medicine, 477 First 
Ave. His subject will be “Some Physiologic and Endocrino- 
logic Aspects of the Epidermis and Skin Appendages.” 


Public Health Workshop Conference.—A workshop on “Occu- 
pational Oral Health in General Dentistry and Public Health,” 
sponsored by the First District Dental Society of New York, 
with the collaboration of the Post-Graduate Medical School, 
Institute of Industrial Medicine, New York University, will be 
held at the Hotel Statler, Jan. 22. Physicians participating in 
the morning panel “Oral Health Standards for the Employee 
on the Job” include Dr. Anthony J. Lanza, Dr. Robert C. 
Page, and Dr. Morris A. Brand. The afternoon panel will 
review problems concerned with the scope of dental services 
in occupational health programs. Members of the health profes- 
sions are invited. Admission is free. For registration forms 
write to Public Health Workshop, First District Dental Society, 
Hotel Statler, New York 1. 


OHIO 

Dr. Katz’ Lecture on Atherosclerosis.—At a joint meeting of 
the Academy of Medicine of Cincinnati and the Heart Council, 
Jan. 19, Dr. Louis N. Katz, director, cardiovascular depart- 
ment, Michael Reese Hospital, Chicago, will discuss “The 
Implication of Recent Studies in Atherosclerosis.” 


Fellowships in Industrial Medicine.—The Institute of Industrial 
Health of the University of Cincinnati will accept applications 
for a limited number of fellowships in industrial medicine. 
Any graduate of a class A medical school who has completed 
at least two years of training in a hospital accredited by the 
American Medical Association may apply. Service in the 
Armed Forces or private practice may be substituted for one 
year of training. The course consists of two years of intensive 
training in industrial medicine, followed by one year of prac- 
tical experience under adequate supervision in industry. The 
degree of doctor of industrial medicine will be awarded. Dur- 
ing the first two years the stipends for the fellowship vary, in 
accordance with the marital status of the fellow: $2,100- 
$2,700 in the first year and $2,400-$3,000 in the second year. 
In the third year the candidate will be compensated for his 
service by the industry in which he is completing his training. 
A one year course, without stipend, is also offered. Requests 
for information should be addressed to the Institute of Indus- 
trial Health, College of Medicine, Eden and Bethesda, Cincin- 
nati 19, 


PENNSYLVANIA 


Lecture on Carcinoma.—On Jan. 19 the Allegheny County 
Medical Society, 225 Jenkins Bldg., Pittsburgh, will present 
Dr. Cornelius P. Rhoads of the Memorial Center for Cancer 
and Allied Diseases in New York, who will speak on cancer. 

















Vol. 154, No. 3 





Examination for Public Health Positions—The Pennsylvania 
Department of Health announces an examination to be held 
Feb. 20 for top level administrative positions in the field of 
public health. Examinations will be held in Harrisburg, Phila- 
delphia, and Pittsburgh for the following positions, with sal- 
aries ranging from $5,058 to $14,520: director, office of local 
health services; director, preventive services; director, environ- 
mental health services; director, division of alcoholic studies 
and rehabilitation; medical coordinator (civil defense); director, 
bureau of public health education; public health education 
consultant; pediatrician; and assistant director of the bureau 
of public health nursing. Application forms, which must be 
submitted by Jan. 29, may be obtained from the State Civil 
Service Commission, Box 569, Harrisburg. 


Philadelphia 

Meeting on Rehabilitation—Dr. G. Morris Piersol will serve 
as moderator for a panel discussion on teamwork in rehabilita- 
tion, a feature of the meeting of the Pennsylvania Academy of 
Physical Medicine and Rehabilitation Jan. 21 in Medical 
Alumni Hall at the Hospital of the University of Pennsylvania. 
Other topics to be presented include cineplasty operation and 
prosthesis, comparative effectiveness of shortwave and micro- 
wave diathermy, use of a handy-hook in the chronic paralytic 
hand, and interpretation of electroencephalograms. 


TENNESSEE 
Jackson Clinic’s Annual Seminar.—The Jackson Clinic in Jack- 
son will hold its first annual seminar Jan. 17. Physicians from 
the surrounding area are invited to attend the meetings and 
luncheon. Speakers will be Drs. Howard K. Gray and James 
C. Cain, Mayo Clinic, Rochester, Minn. “Diseases of the Liver 
and Biliary Tract” will be discussed at 10 a. m. and “Diseases 
of the Upper Intestinal Tract” at 2 p. m. 


WEST VIRGINIA 

Premature Institute—The next Premature Institute, sponsored 
by the State Department of Health, will be held Jan. 18-29 
at the Demonstration Premature Center, Hebert J. Thomas 
Memorial Hospital, South Charleston. Information concern- 
ing the courses to be offered may be obtained from Mrs. 
Laurence C. Fisher, Director, Bureau of Public Health Nurs- 
ing, State Department of Health, Charleston. 


WASHINGTON 

Society News.—At the regular meeting of the Walla Walla 
Valley Medical Society Dec. 10, 1953, the following officers 
were elected: Dr. Peter T. Brooks, president; Dr. Merrill 
Smeltzer, vice-president; and Dr. Robert C. Beck, secretary- 
treasurer. 


Refresher Course in Heart Disease—Drs. A. Dean Johnson 
and John L. Bakke, Seattle, will be speakers at the Jan. 20 
meeting of the Whitman County Medical Society, when an- 
other in the series of refresher courses in heart disease will 
be presented under the sponsorship of the Washington State 
Heart Association in cooperation with the state health depart- 
ment. 


GENERAL 

Pediatric Cancer Fellowships.—Fellowships for training in 
clinical investigation in the field of cancer in children, includ- 
ing chemotherapy, have been created at the Children’s Cancer 
Research Foundation. Stipends vary from $2,400 to $5,000, 
depending on training. Application blanks may be secured 
from the office of Dr. Sidney Farber, Scientific Director, 
Children’s Cancer Research Foundation, Boston. 


Conference on Trichinosis.—The second National Conference 
on Trichinosis will be held in the auditorium of the American 
Medical Association March 1. The purpose of the conference 
is to discuss methods of education, problems of human and 
animal health, and research in relation to control of the dis- 
ease. Information can be secured from Dr. Sylvester E. Gould, 
Chairman, Wayne County General Hospital, Eloise, Mich. 
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New Record in United States Births.—According to the Metro- 
politan Life Insurance Company, a record number of babies 
(3,950,000) was born in the United States in 1953. It was the 
seventh year in succession in which the number of births 
exceeded 314 million. The year’s total was about 2% higher 
than for the preceding year and more than 50% higher than 
in 1940. The 1953 birth rate was approximately 25 per 1,000 
population. At the same time, the statisticians point out, “In- 
fant mortality during the year declined to an unprecedented 
low, estimated at 28 per 1,000 live births, which is slightly 
below the previous minimum recorded the year before. The 
1953 infant mortality rate represented a decline of 30% from 
that of 10 years ago, and of more than 50% from that of 20 
years ago.” 


Gold Keys for Rehabilitation Work.—Dr. Howard A. Rusk, 
chairman of the Gold Key Awards committee, American 
Congress of Physical Medicine and Rehabilitation, announces 
that the closing date for nominations for 1954 Gold Key 
awards is March 15. Congress members wishing to nomi- 
nate a person whose accomplishments in the field of physical 
medicine and rehabilitation have been outstanding and have 
resulted in raising the discipline of the specialty to a higher 
standard can forward their nominations, together with pertinent 
data, to Dr. Rusk, Institute of Physical Medicine and Rehabili- 
tation, 400 East 34th St., New York 16, or to other members 
of the committee: Dr. Arthur C. Jones, 419 Mayer Building, 
Portland 5, Ore.; Dr. Alvin B. C. Knudson, chief, Physical 
Medicine and Rehabilitation, Veterans Administration, Depart- 
ment of Medicine and Surgery, Washington 25, D. C.; Dr. 
Gordon M. Martin, Section on Physical Medicine and Re- 
habilitation, Mayo Clinic, Rochester, Minn., or Dr. Donald 
L. Rose, Department of Physical Medicine, University of 
Kansas School of Medicine, 39th and Rainbow Blvd., Kansas 
City 3, Kan. 


Annual Meeting of Orthopedic Surgeons.—The American 
Academy of Orthopaedic Surgeons will hold its annual meeting 
Jan. 23-28 at the Palmer House, Chicago, under the presidency 
of Dr. Harold B. Boyd, Memphis, Tenn. Eighty instructional 
courses will be conducted Jan. 24-27. On Monday, 7 p. m., at 
the annual dinner meeting under the auspices of the program 
committee on instructional courses, Dr. J. Alpert Key, St. 
Louis, will serve as moderator for an “Information Please” 
program with the following panel: Drs. Edwin F. Cave, Bos- 
ton, Paul C. Colona, Philadelphia, Donald E. King, Wooster, 
Ohio, and Earl D. McBride, Oklahoma City. I!ustrated case 
histories will be presented for discussion by the panel, and 
brief presentations of cases will be made by the panel for 
diagnosis from the audience. Audiovisual programs have been 
planned for Saturday afternoon, and for Sunday, Tuesday, 
and Wednesday, 4 to 5 p. m. The annual banquet (dress 
optional) Wednesday, 7 p. m., will include presentation of 
the distinguished guests, the Kappa Delta award, dancing, and 
a floor show. Invited presentations include: 

The Muscle Pedicled Bone Graft—An Experimental! Study, Joel Hartley 
and Norman J. Silver, New York. 

Osteotomy and Osteotomy Combined with Bone Graft in the Treat- 
ment of Nonunion Following Fracture of the Femoral Neck, Marcus 
J. Stewart and Robert E. Wells, Memphis, Tenn. 

Intracapsular Fracture of the Neck of the Femur, Mather Cleveland 
and J. William Fielding, New York. 

Bone and Joint Tuberculosis, and Its Treatment, Oswald P. Campos, 
Rio de Janeiro, Brazil. 

Surgical Treatment of Spondylolisthesis Without Spinal Fusion (Excision 
of the Loose Lamina with Decompression of the Nerve Roots), 
Gerald G. Gill, San Francisco, John G. Manning, Pasadena, Calif., 
and Hugh L. White, San Francisco. 

Diagnosis of Orthopaedic Diseases by Aspiration Biopsy, Carlos E, 
Ottolenghi, Buenos Aires, Argentina. 

Hyperplastic Periosteal Osteogenesis in Infancy, Harry E. Barnett and 
Sol P. Ditkowsky, Chicago. 

Reconstructive Surgery of the Hand in Cerebral Palsy and Spastic 
Paralysis Resulting from Spinal Cord Trauma, J. Leonard Goldner, 
Durham, N. C. 

Experiences with the Palmer Open Reduction of Os Calcis Fractures, 
Jack E. Maxfield and Frederick J. McDermott, Wichita Falls, Texas. 

Treatment of Fractures of the Os Calcis Involving the Subtalar Joint— 
A Preliminary Report, Leonard B. Barnard and John K. Odegard, 
Oakland, Calif. 

Shortcomings of the Stapling Operation, Alvia Brockway and William 
A. Craig, Los Angeles. 
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Meeting on Hand Surgery in Chicago.—The American Society 
for Surgery of the Hand will hold its annual meeting in the 
Palmer House, Chicago, Jan. 22-23 under the presidency of 
Dr. Darrel T. Shaw, Cleveland. Visual presentations will be 
made by Dr. Daniel C. Riordan, New Orleans (Hand Deformi- 
ties in Hansen’s Disease, 16 mm. silent movie); Drs. Leo 
Mayer and Wallace Green, New York (Experiences with the 
Steindler Flexoplasty at the Elbow, 16 mm. motion picture 
and 35 mm. Kodachromes); and Dr. Raymond M. Curtis, 
Baliimore (Capsulectomy of the Interphalangeal Joints of the 
Fingers, motion pictures and slides). At the Saturday morning 
session the honored guest of the society, Patrick Clarkson, 
M.B.S., M.B., B.S., (London) F.R.C.S. (England), will address 
the clinical session, 9 a. m., in Room 641, Northwestern Uni- 
versity Medical School. Cases will be presented by Drs. Sum- 
ner L. Koch, Michael L. Mason, and Harvey S. Allen, all of 
Chicago. Members may bring one guest to the session and to 
the luncheon at Normandy House that will follow. In the after- 
noon Dr. Clarkson will discuss “Methods and Results in Pri- 
mary Hand and Finger Repairs in the United Kingdom.” Other 
presentations include: 
Digital Arthroplasty, Robert E. Carroll and T. H. Taber, New York. 
Observations on Internal Fixation for Fracture of the Carpal Scaphoids, 
Harrison L. McLaughlin, New York. 
Evaluation of the Injured Hand by the Grip Test, Charles O. Bachtol, 
Oakland, Calif. 
Preliminary Report on Nerve Repair Research, Richard I. Gonzalez, 
San Mateo, Calif. 


Studies on the Arterial Circulation of the Hand, Herbert Conway and 
Richard B. Stark, New York. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 

Dearborn St., Chicago 10, Secretary. 

1954 Annual Meeting, San Francisco, June 21-25. 

1954 Clinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec, 2. 

1956 Annual Meeting, Chicago, June 11-15. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Brown Hotel, Louisville, Ky., 
Feb. 24-25. Dr. Carl M. Peterson, 535 N. Dearborn St., Chicago 10, 
Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 7-9. Dr. Edward L. Turner, 535 N. Dearborn St., Chicago 
10, Secretary. 

NATIONAL CONFERENCE ON RuRAL HEALTH, Baker Hotel, Dallas, Texas, 
Mar. 4-6. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


AMERICAN ACADEMY OF ALLERGY, Shamrock Hotel, Houston, Texas, Feb. 
1-3. Dr. Alan G. Cazort, 1425 West 7th St., Little Rock, Ark., Secretary. 
AMERICAN ACADEMY OF FORENSIC SCIENCES, Drake Hotel, Chicago, Feb. 
25-27. Prot. Ralph F. Turner, Michigan State College Dept. of Police 

Administration, East Lansing; Mich., Secretary. 

AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, John Marshall Hotel, 
Richmond, Va., Feb. 11-12. Dr. Leonard J. Goldwater, 600 W. 168th 
St., New York 32, Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 23-28. Dr. John R. Norcross, 122 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN COLLEGE OF RapDIOLOGy, Drake Hotel, Chicago, Feb. 5. Mr. 
Wiiliam C. Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secre- 
tary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH: 

SOUTHERN SECTION, Jung Hotel, New Orleans, Jan. 29. Dr. William 
Parson, University of Virginia School of Medicine, Charlottesville, 
Va., Chairman. 

WESTERN SECTION, Auditorium, University of Oregon Medical School, 
Portland, Ore., Jan. 28. Dr. I. S. Edelman, University of California 
Medical Center, San Francisco Hospital, San Francisco 15, Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY: 
Mipp._g Section, Park Plaza Hotel, St. Louis, Jan. 18. Dr. French K. 

Hansel, 634 N. Grand Blvd., St. Louis, Chairman. 

WESTERN SECTION, University of Oregon Medical School, Portland, Ore., 
Feb. 6. Dr. Guy L. Boyden, 1735 N Wheeler Ave., Portland 12, Ore., 
Chairman. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore, New York, 
March 11-13. Dr. Marion F, Langer, Room 210, 303 Lexington Ave., 
New York 16, Secretary. 

AMERICAN PROTESTANT HOSPITAL ASSOCIATION, Palmer House, Chicago, 
Feb. 10-12. Mr. Albert G. Hahn, Protestant Deaconess Hospital, Evans- 
ville, Ind., Executive Secretary. 





J.A.M.A., Jan. 16, 1954 


AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 22. Dr. George V. Webster, 960 East Green St., Pasadena 1, 
Calif., Secretary. 

CENTRAL SURGICAL ASSOCIATION, Statler Hotel, Detroit, Feb. 18-20. Dr 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretar 
CHICAGO MEDICAL SocIETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 2-5. Dr. Maurice M. Hoeltgen, 86 East Randolph St., 

Chicago, Secretary. 

CONFERENCE OF TEACHERS OF CLINICAL RADIOLOGY, Walton Room, Drake 
Hotel, Chicago, Feb. 6. Dr. Aubrey O. Hampton, 20 North Wacker 
Drive, Chicago, Chairman. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, March 
10-12. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Mich., 
Secretary. 

Mip-SouTH Post GRADUATE MEDICAL ASSEMBLY, Hotel Peabody, Memphis, 
Tenn., Feb. 9-12. Dr. Thurman Crawford, 869 Madison Ave., Memphis, 
Tenn., Secretary. 

NATIONAL CONFERENCE ON TRICHINOSIS, A. M. A. Headquarters, Chicago, 
March 1, Dr. S. E, Gould, Wayne County General Hospital, Eloise, 
Mich., Chairman. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Jefferson Hotel, 
St. Louis, March 10-12. Dr. F. M. Foote, 1790 Broadway, New York 19, 
Executive Director. 

NORTHWEST SOCIETY FOR CLINICAL RESEARCH, Portland, Ore., Jan. 28. Dr. 
Arthur L. Rogers, 1216 S.W. Yamhill St., Portland, Ore., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

COLORADO SPRINGS, COLO., Jan. 22-23. Mr. E. R. Loveland, 4200 Pine 
St., Philadelphia 4, Executive Secretary. 

Topeka, Kans., March 19. Dr. William C. Menninger, 3617 West 6th 
Ave., Topeka, Kansas, Governor. 

RICHMOND, VA., Feb. 25. Dr. Charles M. Caravati, 807 West Franklin 
St., Richmond 20, Va., Governor. 

SOUTHERN CALIFORNIA, Riverside, Feb. 13-14. Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Executive Secretary. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

CuarotTte, N. C., Hotel Charlotte, Feb. 1-3. Dr. Thomas D. Sparrow, 
403 North Tryon St., Charlotte 2, N. C., Chairman. 

RENO, NEvV., Riverside Hotel, Feb. 25-26. Dr. Kenneth F. Maclean, 
120 N. Virginia St., Reno, Nev., Chairman. 

Omana, NeEB., Hotel Fontenelle, March 1-4. Dr. Earl A. Connolly, 107 
South 17th St., Omaha, Chairman. 

SociETY OF UNIVERSITY SURGEONS, Sheraton Hotel, Rochester, N. Y., Feb. 
11-13. Dr. C. Rollins Hanlon, 1325 South Grand Blvd., St. Louis, 
Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Tutwiler Hotel, Birmingham, Ala., 
March 8-11. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S.E., Atlanta, 
Ga., Secretary. 

WESTERN SOCIETY FOR CLINICAL RESEARCH, Portland, Ore., Jan. 29-30. Dr. 
Herbert N Hultgren, Stanford Hospital, San Francisco 15, Secretary. 

WESTERN SOCIETY OF ELECTRO-ENCEPHALOGRAPHY, Del Monte Lodge, Pebble 
Beach, Calif., March 7-8. Dr. Sylvester N. Berens, 902 Boren Ave., 
Seattle, Secretary. 


FOREIGN 


ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

BritisH MEDICAL ASSOCIATION, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5, Ont., Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Los Angeles, 
Calif., U. S. A., Oct. 4-7, 1954. For information write: Dr. T. H. 
Seldon, 102-110 Second Avenue S. W., Rochester, Minn., U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NEss, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30, 1954. Mr. P. Arthur Wells, Royal Sanitary Institute, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 


INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS ON CHILD PsycHIATRY, University of Toronto, 
Toronto, Ontario, Canada, Aug. 13-14, 1954. Miss Helen Speyer, Inter- 
national Association for Child Psychiatry, 1790 Broadway, New York 
19, New York, U. S. A., Executive Officer. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Missouri, U. S. A., Chairman, 
Committee on Arrangements. 
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[INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954 Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HistTorY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XiV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HyYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni venac 
1, Belgrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Narles, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sido 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago. Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netherlands. 

INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva, Switz- 
erland, July 26-31, 1954. Dr H. de Watteville, Maternité H6pital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 10-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minnesota, U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
n.d. ©. 2 A. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954. 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A,, 
Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BIioLoGy, Leiden, Netherlands, Sept. 2-9, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 

IRISH MEDICAL ASSOCIATION, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro, Medico, 
Caracas, Venezuela, Secretary-General. 

LATIN AMERICAN CONGRESS OF PHysiICAL MEDICINE, Medellin, Columbia, 
South America, Feb. 15-20, 1954. Dr. Cassius Lopez de Victoria, 176 
East 71st St., New York 21, N. Y., U. S. A., Executive Director. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Sac Paulo, Brazil, President. 

PaN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. Dr. Maximo 
Garcia Castaneda, Humboldt 17, Mexico 1, D.F., Mexico, Secretary- 
General. 

PaN AMERICAN MEDICAL ASSOCIATION, International Medical Cruise Con- 

gress, S. S. Nieuw Amsterdam, Jan. 6-22, 1954. Dr. Joseph J. Eller, 

745 Fifth Avenue, New York 22, N. Y., U. S. A., Executive Director. 


Pan-PaciFic SurGicaL ConGress, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 
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SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Ill., U. S. A., Secretary. 

SouTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954, 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

Wor._p CONGRESS OF CARDIOLOGY, Washington, D. C., and Bethesda, Md., 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 Easi 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 

WortpD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CripPLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WorLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954, 

Wor_D MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16. 
Final date for filing applications in Jan. 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New Orleans, Feb. 2-5 
(candidates in south and southwest). Chicago, April 1-3 (candidates in 
the midwest). Los Angeles, June 15-17 (candidates west of the Rocky 
Mountains and west coast). The closing date for acceptance of applica- 
tions for New Orleans, Chicago and Los Angeles was Jan. 2. New 
York, Sept. 22-24 (candidates on the east coast). The closing date for 
acceptance of applications will be April 1. Written. Oct. 18. Final 
date for acceptance of applications will be May 1. Subspecialties. Cardio- 
vascular Disease. Chicago, April 1. Gastroenterology. Chicago, April 2-3. 
The closing date for acceptance of applications for the subspecialties 
will be Jan. 15. Exec. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or 
June. Final date for filing application is Jan. 15. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF NEUROLOGY AND PSYCHIATRY: Psychiatry and Neurol- 
ogy. Chicago, April 29-30. Final date for filing application is Feb. 1. 
Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., Rochester, 
Minn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written examination 
(Part I) and review of case histories for all candidates will be held in 
various cities of the United States, Canada, and military centers outside 
the continental United States on Feb. 5. Case abstracts to be sent by the 
candidate to the Secretary are now due. Part II. Chicago, May 10-17. 
Final date for filing application is April 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various Centers, January 
25-26, 1954. Final date for filing applications was July 1. Practical. 
San Francisco, June 25-29; New Orleans, Feb. 5-11, 1955. Final date for 
filing application for 1955 written examination is July 1. Sec., Dr. 
Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part II, Chicago, Jan. 20-22. 
Final date for filing application was August 15. Final date for filing 
application for Part I is Nov. 30. Sec., Dr. Harold A. Sofield, 122 S. 
Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Boston, May 17-21. Sec., Dr. 
Dean M. Lierie, University Hospital, lowa City. 

AMERICAN BOARD OF PepDiATRICS: Written. Selected Places, Jan. 15. This 
is the only written examination which will be given during 1954. Oral. 
Washington, D. C., Feb. 19-21; Des Moines, March 19-21; New York 
City, May 1-3; San Francisco, June 25-27; Chicago, Oct. 8-10 and New 
Haven, December. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
is March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BOARD OF ProcTOLOGY: Part I. Kansas City, Philadelphia and 
San Francisco, May 8. Sec., Dr. Louis A. Buie, 102-110 Second Ave. 
S.W., Rochester, Minn. 

AMERICAN BCARD OF PSYCHIATRY AND NEUROLOGY: Chicago, May 10-11. 
Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., Rochester, 
Minn. 

AMERICAN BOARD OF RADIOLOGY: Oral. Spring 1954, Final date for filing 
application was Dec. 1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. 
S.W., Rochester, Minn. 

AMERICAN BOARD OF UROLOGY: Oral-clinical and pathology. Chicago, Feb. 
17-20. Sec., Dr. Harry Culver, 30 Westwood Road, Minneapolis 16 

BoaRD OF THORACIC SURGERY: Written. Various centers throughout the 
country, Feb. 26. Final date for filing application is Jan. 1. Sec., Dr. 
Wm. M. Tuttle, 1151 Taylor Street, Detroit, Mich. 
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DEATHS 


Mellby, Oscar Fredrick ® Thief River Falls, Minn.; born in 
New Richland, Minn., May 1, 1876; Minneapolis College of 
Physicians and Surgeons, medical department of Hamline Uni- 
versity, 1901; an Associate Fellow of the American Medical 
Association; in 1938 elected president of the Northern Minne- 
sota Medical Association; elected the first president of the 
Pennington County Medical Society when it was organized as 
a separate county organization in 1950; served at various times 
as president of the school board, the park board, and the 
Parent-Teachers Association; for nine years a member of the 
state board of health; formerly president of the local Rotary 
Club, health officer, and city physician; was instrumental in 
the establishment of Oakland Park Sanatorium and when the 
commission was formed in 1916 he became a member; served 
that commission as president for many years and was the only 
original member remaining on the board at the time of his 
death; on June 30, 1947, the citizens of Thief River Falls 
united in celebrating “Dr. Mellby Day” in recognition of his 
40 years of service to their community; surgeon for the Soo 
Line; affiliated with Northwestern Hospital, where he died 
Nov. 5, aged 77. 


Christensen, Clarence Arthur ® Dearborn, Mich.; Born in St. 
Joseph, Mich., Jan. 3, 1892; University of Michigan Medical 
School, Ann Arbor, 1916; past president of the Dearborn 
Medical Society; member of the Ambulatory Fracture Asso- 
ciation, American Cancer Society, Association of American 
Physicians and Surgeons, Detroit Academy for the Surgery of 
Trauma, Detroit Historical Society, Detroit Museum of Art, 
International Anesthesia Research Society, Industrial Medical 
Association, and the Michigan Association of Industrial Phy- 
sicians and Surgeons; was first health officer for the city of 
Springwells and held the position when the city’s name was 
changed to Fordson and later to Dearborn; served during 
World War I; founder, president, and chief of staff, Dearborn 
Medical Center and Dearborn Medical Center Hospital; affili- 
ated with Harper, Providence, Mount Carmel, Mercy, and Del- 
ray General hospitals in Detroit; director of the newly formed 
bank of Dearborn; past president, Dearborn Rotary Club; died 
Nov. 22, aged 61, of coronary occlusion. 


Hicks, Edgar Obadiah ® Clinton, Iowa; born in Hastings, 
Neb., March 30, 1920; State University of Iowa College of 
Medicine, Iowa City, 1944; certified by the National Board 
of Medical Examiners; served a rotating internship at St. 
Francis Hospital, La Crosse, Wis., and an orthopedic residency 
at University Hospitals in Iowa City; served in the European 
theater during World War II; in 1951 secretary-treasurer of 
the Clinton County Medical Society; affiliated with the De- 
Witt (lowa) Community Hospital, St. Joseph’s Mercy Hospital, 
and the Jane Lamb Memorial Hospital, where he was secretary 
of the hospital staff; died in Mount Vernon, Iowa, Oct. 18, 
aged 33, of a heart attack. 


Crook, Jere Lawrence @ Jackson, Tenn., born in Henderson, 
Tenn., March 10, 1874; University of Nashville Medical De- 
partment, 1894; Vanderbilt University School of Medicine, 
Nashville, 1895; member of the House of Delegates of the 
American Medical Association in 1912, 1915-1916, and 1923- 
1924; fellow of the American College of Surgeons; past presi- 
dent of the Tennessee State Medical Association, of which he 
was councilor of the Eighth District, and the Southern Medical 
Association; division surgeon, Illinois Central Railroad; for- 
merly surgeon at the Crook Sanatorium; died in the Vanderbilt 
University Hospital Nashville, Oct. 31, aged 79, of broncho- 
pneumonia. 


Doyle, Raymond Edward @ St. Louis; born in Pueblo, Colo., 
Dec. 20, 1895; St. Louis University School of Medicine, 1921; 
member of the American Psychiatric Association; instructor in 
neurology and psychiatry, St. Louis University School of Medi- 





@ Indicates Member of the American Medical Association. 


cine from 1934 to 1941, when he became senior instructor; 
senior neuropsychiatrist from 1926 to 1946 at Veterans Admin- 
istration Hospital in Jefferson Barracks, Mo., where he was 
supervisor of all neuropsychiatric departments from 1934 to 
1946; associate neuropsychiatrist, Alexian Brothers Hospital 
and St. Mary’s Group of Hospitals; died Nov. 19, aged 57, of 
arteriosclerosis. 


Jenovese, Joseph Francis ® Hartford, Conn.; born in Boswell, 
Pa., June 28, 1907; University of Pennsylvania School of 
Medicine, Philadelphia, 1930; member of the Alumni Asso- 
ciation of the Mayo Foundation; fellow of the American Col- 
lege of Physicians; served during World War II; interned at 
Mercy Hospital in Pittsburgh; at one time instructor in medi- 
cine at his alma mater; formerly a feilow in medicine at Mayo 
Foundation in Rochester, Minn.; consultant in medicine, Man- 
chester (Conn.) Memorial Hospital; affiliated with Hartford 
Hospital, where he died Nov. 24, aged 46, of bilateral hydro- 
nephrosis, and lymphoma. 


Arensdorf, Edward Leonard ® Chicago; Loyola University 
School of Medicine, Chicago, 1929; affiliated with St. Bernard's 
and Illinois Central hospitals; assistant chief surgeon for the 
Chicago and Eastern Illinois and the Chicago and Western 
Indiana railroads; district surgeon for the Wabash Railroad; 
died Dec. 5, aged 50, of cerebral hemorrhage. 


Augustine, Grant, Hot Springs National Park, Ark.; State Uni- 
versity of lowa College of Medicine, lowa City, 1900; for 
many years practiced in Council Bluffs, lowa, serving as presi- 
dent and secretary-treasurer of the Pottawattamie County 
Medical Society, and on the staffs of Jennie Edmundson and 
Mercy hospitals; served during World War I; fellow of the 
American College of Surgeons; died Nov. 15, aged 79. 


Beach, Lena Alice, Los Angeles; State University of Iowa 
College of Medicine, Iowa City, 1901; at one time super- 
intendent of the Home School for Girls in Sauk Centre, 
Minn.; for many years superintendent of the Woman’s Re- 
formatory in Rockwell City, lowa; formerly on the staff of 
the Mount Pleasant (Iowa) State Hospital; died Oct. 29, aged 
75, of cerebral thrombosis. 


Beatty, Hannah Jane © Clinton, N. J.; University of Illinois 
College of Medicine, Chicago, 1916; died Oct. 25, aged 66. 


Conroy, Frank Davies, Cincinnati; Johns Hopkins University 
School of Medicine, Baltimore, 1918; served on the staffs of 
the Christian R. Holmes Hospital, Cincinnati General Hos- 
pital, and the Jewish Hospital; died Nov. 20, aged 60, of 
cancer. 


Cooper, Benjamin ® Philadelphia; Temple University School 
of Medicine, Philadelphia, 1923; died in the Graduate Hospital 
of the University of Pennsylvania Oct. 30, aged 60, of heart 
disease. 


Cooper, Edward ® Worcester, Mass.; Jefferson Medical Col- 
lege of Philadelphia, 1905; died Nov. 5, aged 84, of cerebral 
arteriosclerosis. 


Cotton, Norman Therkield ® Montclair, N. J.; College of 
Physicians and Surgeons, Boston, 1908; formerly health officer 
of Paterson; died in St. Mary’s Hospital, Orange, Nov. 18, aged 
68. 


Cottrell, Emile Lester © San Jose, Calif.; Jefferson Medical 
College of Philadelphia, 1903; affiliated with San Jose and 
O’Connor hospitals; died Oct. 31, aged 79. 


Curley, Clarence Proctor ® Fort Lauderdale, Fla.; University 
of Vermont College of Medicine, Burlington, 1895; member 
of the Massachusetts Medical Society; served during World 
War I; for many years practiced in Provincetown, Mass., where 
he was associated with the U. S. Public Health Service; died 
Nov. 10, aged 85, of chronic myocardial fibrosis and cardiac 
decompensation. 
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Cyr, Alphonse, Barnesville, Minn.; Laval University Faculty of 
Medicine, Quebec, Canada, 1897; served during World War I; 
died Sept. 19, aged 81. 


Deeds, Leonard Weaver ® Buckhannon, W. Va.; University of 
Louisville (Ky.) Medical Department, 1909; on the staff of St. 
Joseph’s Hospital; died Nov. 2, aged 72, of cerebral thrombosis. 


Diller, Francis S., ® Rantoul, Ill.; College of Physicians and 
Surgeons of Chicago, 1895; past president of the Rantoul 
Township high school board; served on the staff of Mercy Hos- 
pital in Champaign; died Nov. 14, aged 92, of senility. 


Eicher, Charles Grant ® Ontario, Calif.; Western Pennsylvania 
Medical College, Pittsburgh, 1897; an Associate Fellow of the 
American Medical Association; fellow of the American College 
of Surgeons; member of the Medical Society of the State of 
Pennsylvania, of which he was formerly vice-president; for- 
merly practiced in McKees Rocks, Pa., where he was on the 
staff of Ohio Valley General Hospital; died Oct. 9, aged 82. 


Flores, Ricardo Camacho, Detroit; University of Michigan 
Medical School, Ann Arbor, 1953; interned at Mount Carmel 
Mercy Hospital, where he died Nov. 12, aged 31, of malignant 
hypertension and uremia. 


Funkhouser, Arthur Guy © Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1923; served during World 
War I; an examiner for the Selective Service System during 
World War II; affiliated with Methodist and St. Vincent’s hos- 
pitals; died in the Veterans Administration Hospital Nov. 21, 
aged 59, of glioblastoma multiforme of the right parietal lobe 
of the brain. 

Gluck, Harold, Forest Hills, N. Y.; University and Bellevue 
Hospital Medical College, New York, 1912; died Oct. 30, aged 
62. 

Golbey, Jacob Martin ® Massapequa, N. Y.; Cornell Uni- 
versity Medical College, New York, 1904; died Oct. 15, aged 
70. 


Grove, Helen Irene © Largo, Fla.; University of Illinois Col- 
lege of Medicine, Chicago, 1949; interned at Grant Hospital 
in Chicago; died: in Tallahassee Sept. 30, aged 41. 


Hammett, Albert Culver, Crivitz, Wis.; University of Michigan 
Department of Medicine and Surgery, Ann Arbcr, 1897; medi- 
cal officer in the British Army in Southern Rhodesia during 
the Boer War; served during World War I; for many years 
practiced in Chicago, where he was on the staff of the Ravens- 
wood Hospital, serving as chief of staff from 1929 to 1934; 
died Sept. 10, aged 81. 


Harroun, William Arthur © Portland, Ore.; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1902; died in the Emanuel Hospital 
Nov. 16, aged 81, of a heart attack. 


Hearn, William Prettyman @ Philadelphia; Jefferson Medical 
College of Philadelphia, 1899; assistant professor of surgery 
at his alma mater; fellow of the American College of Sur- 
geons; affiliated with Beebe Hospital in Lewes, Del., and Jef- 
ferson and Philadelphia General hospitals; medical director of 
the Philadelphia Electric Company; died in Lewes, Del., Nov. 
10, aged 79, of cerebral hemorrhage. 


Houston, James @ Swartz Creek, Mich.; Detroit College of 
Medicine, 1896; served during World War I; affiliated with 
Women’s Hospital, St. Joseph Hospital, and Hurley Hospital 
in Flint, where he died Nov. 1, aged 84, of myocarditis and 
a fractured hip. 


Keanedy, Jacob Jenkins © Tuscaloosa, Ala.; Missouri Medi- 
cal College, St. Louis, 1898; died in Druid City Hospital Oct. 
10, aged 86, of uremia. 


Leahy, Edward O’Hearn ® Jackson, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1920; affiliated with W. A. 
Foote Memorial and Mercy hospitals; died Nov. 21, aged 58, 
of heart failure. 


Merrell, Howard Valentine © Brooklyn; Columbia University 
College of Physicians and Surgeons, New York, 1898; served 
on the staffs of the Kings County Hospital and the Caledonian 
Hospital, where he died Nov. 18, aged 78. 
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Michael, Oscar Willard ® Muncie, Ill.; Medical College of 
Indiana, Indianapolis, 1898; past president of the Vermilion 
County Medical Society; an Associate Fellow of the American 
Medical Association; served during World War I; president 
of the Oakwood Township High School District Board of 
Education for many years, retiring in 1952; member of the 
courtesy staffs at Lake View and St. Elizabeth hospitals in 
Danville; died Nov. 14, aged 78. 


Parker, Dayton L., Detroit; Michigan College of Medicine and 
Surgery, Detroit, 1901; affiliated with Provident Hospital; 
died Nov. 17, aged 76, of arteriosclerosis. 


Powell, Raymond Knight ® Rosemont, Pa.; Jefferson Medical 
College of Philadelphia, 1930; formerly member of the Radnor 
Township School Board; on the staff of the Bryn Mawr (Pa.) 
Hospital; died in Philadelphia Nov. 17, aged 60. 


Stough, Charles Francis ® Colorado Springs, Colo.; Chicago 
Homeopathic Medical College, 1895; served during World War 
I; died Dec. 11, aged 79. 


Thibault, Zephirin, Manville, R. I.; School of Medicine and 
Surgery of Montreal, Faculty of Medicine of the University 
of Laval at Montreal, 1897; served on the staff of the Woon- 
socket (R. I.) Hospital; died in Woonsocket, Nov. 14, aged 84. 


Thornton, Harry Ruhl @ Lewisburg, Pa.; Medico-Chirurgical 
College of Philadelphia, 1910; medical officer in the U. S. 
Army during World War I; formerly surgeon for the Pennsyl- 
vania Railroad; died Nov. 23, aged 76, of myocarditis and 
arteriosclerosis. 

Titus, Clifton Ross ® Bedford, Va.; Medical College of Vir- 
ginia, Richmond, 1931; member of the American Academy of 
General Practice; past vice-president and treasurer of the Vir- 
ginia Academy of General Practice; president of the Bedford 
County Medical Society; died in the John Russell Hospital 
Nov. 21, aged 53, of aplastic anemia. 


Tyvand, James Clarence © Whitehall, Wis.; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1902; died in Arcadia Oct. 26, aged 76, 
of injuries received when his automobile was struck by a train. 


Van Gunten, Frederick J., Milford, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1889; died Sept. 20, 
aged 85. 


Vaughan, Milton, Little Rock, Ark.; Arkansas Industrial Uni- 
versity Medical Department, Little Rock, 1892; for many years 
served in the regular army; veteran of the Spanish-American 
War; at one time superintendent of the city health depart- 
ment; died Nov. 25, aged 85, of arteriosclerotic heart disease. 


Williams, Joshua Rice © Houston, Miss.; University of Ten- 
nessee Medical Department, Nashville, 1894; University of 
Nashville Medical Department, 1896; died Nov. 26, aged 86. 


Williams, Roy D., Antioch, IIl.; Northwestern University Medi- 
cal School, Chicago, 1900; village health officer; died in the 
Victory Memorial Hospital, Waukegan, Dec. 13, aged 78. 


Wishart, Hagar MacLean ® North East, Pa.; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1906; died Oct. 4, aged 
81, of cardiovascular disease and hypostatic pneumonia. 


Wood, Walter Childs, New Canaan, Conn.; College of Phy- 
sicians and Surgeons, medical department of Columbia College, 
New York, 1889; professor emeritus of surgery at Long Island 
College Hospital in Brooklyn, where he practiced for many 
years and was on the staff of the Brooklyn Hospital; died Nov, 
23, aged 89. 


Wyatt, Arthur Thomas @ Raleigh, N. C.; Jefferson Medical 
College of Philadelphia, 1919; served during World War Ii; 
fellow of the American College of Physicians; died in the 
Mary Elizabeth Hospital Oct. 3, aged 56, of coronary oc- 
clusion, arteriosclerosis, and cirrhosis of the liver. 


Young, Oscar Cummings @ Charlestown, N. H.; University of 
Vermont College of Medicine, Burlington, 1894; died Oct. 9, 
aged 84, of chronic myocarditis and arteriosclerosis. 
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FOREIGN LETTERS 


COLOMBIA 


Surgery of the Esophagus.—The first report in Colombia on 
the surgical removal of a foreign body (a denture) causing 
obstruction of the esophagus was made by Drs. A. Castro and 
G. J. Gil, who performed the operation on a patient in Medel- 
lin, in September, 1914. The authors performed a gastrostomy 
and with the finger removed the false teeth from a point about 
10 cm. above the cardia. The first operation on a patient with 
a lesion of the esophagus was performed by Dr. P. Martinez 
in 1931, who cured a patient with cardiospasm by the Mikulicz’ 
operation. The first successful resection of a cancer in the 
lower fourth of the esophagus was performed in Bogota by 
Dr. H. Anzola Cubides in June, 1948. In November, 1948, 
Dr. G. H. Humphreys removed almost all the thoracic seg- 
ment of the esophagus in the National Institute of Radium, 
and the patient survived for three months. Six months later, 
Dr. A. Bonilla Naar successfully performed a similar resec- 
tion with anastomosis above the aortic arch. At the time of 
the last follow-up the patient had survived for 2% years. 
This was the first case in Colombia in which resection of the 
thoracic portion of the esophagus was successful. These data 
and many other details on esophageal surgery in Colombia 
appear in a book entitled “Cirugia del Esdfago y Hernias 
Diafragmaticas” by Dr. Naar. 

The author reported seven cases of diaphragmatic hernia 
(two traumatic hernias following stab wounds, four hernias 
of the esophageal hiatus, and one partial agenesis of the left 
hemidiaphragm). Three of the patients had the Merendino 
operation (transposition of the esophageal hiatus) with success- 
ful results. Different techniques were used on the other pa- 
tients and all survived. The author believes that thoracotomy 
is the method of choice in most patients with diaphragmatic 
hernia and that Merendino’s technique is ideal. The abdominal 
route is indicated in patients with Morgagni’s hernias and in 
infants with congenital hernias. Phrenicectomy will give marked 
symptomatic relief to elderly patients in whom operation via 
both the thoracic and the abdominal routes constitutes a great 
risk, because of the prevalence in them of cardiovascular, 
hepatic, or renal disorders. The book includes an extensive 
bibliography. 


Radiological Pelvimetry.—Drs. Esguerra Gomez, A. Cardenas 
Escobar, and R. Gonzalez Garcia read a report on the results 
of clinical and roentgenographic observations on 46 pregnant 
women in the David Restrepo Maternity Clinic of Bogota at 
the First National Convention of Obstetrics and Gynecology, 
which was held in Bogota on Sept. 10, 1953. Indications for 
use of the procedure were based on the principles established 
by Meave Kenny (British Postgraduate Medical School, Uni- 
versity of London) in a report published in 1945. Radio- 
pelvimetry was made as a rule during the last two weeks of 
pregnancy in order to obtain clear information on the relations 
of the fetus to the pelvis and on the size of the fetal head at 
the end of gestation. The authors’ interest was, however, mainly 
concentrated on the pelvic measurements. Cephalometry was 
given secondary importance because of the lack of exactness 
of these measurements due to the variability of the head-film 
distance, with the exception of those cases in which the head 
was already engaged and in which the isometric (Weitzner) 
and mathematical (Snow) methods might give exact measure- 
ments of the cephalic diameters. The authors used isometric 
(Weitzner, Thoms, Robins, and Colcher-Sussman) and mathe- 
matical (Snow and parallax) methods. The parallax method 
was introduced in 1952. The early results of radiopelvimetry 
were disappointing because of the great differences obtained 
with the measures according to various methods. These differ- 
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ences in the early experience made radiologists believe that 
radiopelvimetry had no practical value for the solution of 
obstetric problems. After a year of experimenting, very satis- 
factory approximations of the images for every pelvic diameter 
were secured. The roentgenographic reports include general 
information concerning the fetus, qualitative study of the mor- 
phology of the pelvis, and classification of the pelvis accord- 
ing to the four types described by Caldwell, Moloy, D’Esopo, 
and Swenson. Turner’s pelvic index is used for this purpose, 
Qualitative pelvimetric studies include the measures of the 
pelvic diameters at the inlet, midpelvis, and outlet and of 
the subpubic arch as taken in the Chassard-Lapine’s position. 
Every diameter is classified by Snow’s classification as small, 
medium, or large. If the obstetrician makes use of clinical 
history, physical examination, and radiopelvimetry he can 
predict the mechanism of parturition in a given case with fair 
accuracy. The 46 women reported by Gémez and his co- 
workers were classified as those in whom the mechanism of 
parturition confirmed the prognosis (37) and those in whom 
it was contrary to the prognosis (9). The speakers concluded 
that the figures obtained are an index of the prognostic value 
of radiopelvimetry. This index can improve through a greater 
cooperation between obstetricians and radiologists and also 
through the experience of both as obtained by further obser- 
vations in a large number of patients. 


ISRAEL 


Department of Experimental Biology.—The new department of 
experimental biology was dedicated on Nov. 3, 1953, at the 
Weizmann Institute of Science, Rehovoth. On the same occasion 
Prof. Niels Bohr, of Copenhagen, laid the cornerstone of the 
planned physics institute. He said: “Many who today are far 
away or, like me, have now the great experience of visiting 
this country with its inspiring traditions of the past, treasure 
also their remembrances of personal meetings with Chaim 
Weizmann. Thus I recall not only meeting him, when, as a 
young man, I worked with Lord Rutherford in Manchester, but 
especially learning about the esteem and admiration in which 
his noble and vigorous personality, as well as his pioneering 
work, was held by all his colleagues.” 

Five scientists of fame and distinction were made honorary 
fellows of the Weizmann Institute of Science at a ceremony in 
the afternoon. Prof. Niels Bohr of Copenhagen, whose dictum 
“truth and clarity are complementary,” was quoted by Prof. 
Aharon Katchalsky, who presided, received his fellowship “in 
recognition of his first having uncovered the structure of the 
atom and of his decisive part in the subsequent development 
of our understanding of the nature of matter.” The other 
honorary fellows and their citations were as follows: (1) Prof. 
Ernst B. Chain, Rome, in recognition of his outstanding re- 
search in biochemistry and of his role in giving penicillin to 
suffering mankind; (2) Prof. Herman F. Mark, Brooklyn, in 
recognition of his contribution to the new science of macro- 
molecules and to the development of plastic substances; (3) 
Prof. Linus C. Pauling, Pasadena, Calif., in recognition of his 
contribution to the understanding of the chemical bond and to 
the elucidation of molecular structures; and (4) Dr. F. Peyton- 
Rous, New York, in recognition of his researches in the study 
of cancer virology and other branches of pathology. 


Grants for Hematology Research.—The Hebrew University has 
been awarded four grants of $1,500 each by the Hematology 
Research Foundation of Chicago for hematological research 
projects at the Hebrew University-Hadassah Medical School. 
The grants have been allocated to Prof. M. Rachmilewitz 
for research on the adrenal cortex, adrenocortical hormones, 
and hemolytic processes; to Dr. A. de Vries for research on 
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effects of synthetic polyamino acids on blood cells in leukemia 
and polycythemia; to Dr. F. Dreyfuss for research on abnormal 
hemoglobins in various ethnic groups and in hemolytic blood 
disorders; and to Dr. J. D. Feldman for research on iron trans- 
port and the adrenals. 


Virus Research in Israel.—The occurrence of neutralizing anti- 
bodies against the mouse-adapted strain of poliomyelitis was 
determined by H. Bernkopf, virus laboratory, Hebrew Univer- 
sity-Hadassah Medical School, Jerusalem, and S. Levine, de- 
partment of hygiene, Israel Ministry of Health, in different 
age groups of the inhabitants of Jerusalem, members of com- 
munal settlements in Galilee, and new immigrants from Yemen. 
Blood was collected from 10 persons of each age group (0 to 
1, 1 to 2 years, etc.) and of each sector. A total of 393 
serums were examined. It was found that the percentage of 
Lansing-positive serums rises from 13% in the first and 35% 
in the second and third years of life to above 50% in the age 
group of 4 to 5 years. In the higher age groups the figures 
approach 100%. 

Comparison of these results with similar examinations car- 
ried out in other countries shows that antibodies appear in 
Israel at a later age than in a group of Egyptian children 
examined by Paul and co-workers, but earlier and in a higher 
percentage than is frequently found in the Anglo-Saxon coun- 
tries. Taking Lansing antibodies as an indication of acquired 
immunity, these differences may serve as a possible explanation 
for the fact that the poliomyelitis epidemic in Israel in 1950- 
1951 did not spread to neighboring countries such as Egypt. 
Immunity seems to be acquired there at an earlier age. It is 
significant that those age groups that showed a low percentage 
of Lansing antibodies in our survey had the highest rates dur- 
ing the poliomyelitis epidemic despite the fact that strains of 
the Brunhilde and not of the Lansing type were isolated from 
local material sent to the Yale poliomyelitis study group. It is 
apparent that strains of both the Lansing and the Brunhilde 
type are widespread in Israel and that contact with both is 
made at about the same time of life. Antibodies against the 
Lansing strain may, therefore, also be used as indicators for 
contact of the population with other strains of poliomyelitis. 


A Virus Closely Related to West Nile Virus.—During the 
months from July to September 1951, a febrile disease in epi- 
demic form was reported by Bernkopf and Lenine in the com- 
munal settlement Ma’ayan Tsevi, which is situated in the 
coastal plain of Israel near Haifa. Both children and adults 
were attacked. Fever, symptoms indicating meningeal involve- 
ment, and a rash were present in many of the children. In the 
adults severe headache and general malaise were the main 
complaints. The temperature remained high for a few days 
only. Recovery was complete and more rapid in the children 
than in the adults. From the blood of a 14-year-old sick child 
a virus was isolated that was pathogenic for mice, hamsters, 
field mice, and chick embryos. It was filterable through Seitz 
filters. Bacteriological examinations of infective material were 
always negative. A number of passages were carried out in 
both mice and eggs. In mice the virus is present in highest 
concentration in the brain. It is also found in the blood and 
the other organs. On histological examination constant changes 
were present in the brain only, in which destruction of neurons 
and inflammatory changes were always found. No inclusion 
bodies could be demonstrated. Mice could be infected by vari- 
ous routes. In the egg the virus produced focal lesions on the 
membrane and ultimate death of the embryo. The virus was 
neutralized by antiserum against West Nile virus and, to a 
lesser degree, by antiserums against Japanese B and St. Louis 
encephalitis. Other antiserums had no effect. Immune mice were 
resistant to intracerebral infection with at least 10°4 lethal doses 
of a strain of West Nile virus obtained from Dr. J. L. Melnick 
(Yale University). The virus is obviously closely related to or 
identical with the West Nile virus. Neutralizing and comple- 
ment-fixing antibodies against the isolated strain developed 
during the disease in a number of patients. 
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Sterilization of Infant Feeding Bottles and Nipples.—At the 
request of the Chief Medical Officer of the Ministry of Health, 
the Medical Research Council has investigated the relative 
value of boiling and of hypochlorite treatment for the steriliza- 
tion of infant feeding bottles and nipples. The results have 
recently been published in the Monthly Bulletin of the Ministry 
of Health (12:214 [Oct.] 1953). Immediately after use and 
before it is removed from the bottle, the nipple should be 
washed with cold water. The bottle should then be rinsed 
with cold water and brushed with warm water and a cleansing 
agent, such as soda, sodium hexamataphosphate, or other 
substance, with water softening and detergent properties, 
provided it is nontoxic. The nipple should be turned inside 
out and treated in the same way. Both bottle and nipple are 
rinsed as free as possible of the cleansing agent. The bottle 
brush, which should be kept in a separate container, is dis- 
infected between feedings by the same method as that used for 
bottles and nipples. Brushes with metal handles are best 
sterilized by boiling, as hypochlorite may corrode them. 

If the boiling method is used, the cleaned bottle and nipple 
are totally submerged in cold or warm water in a covered 
container. The temperature of the water is gradually raised 
to the boiling point, and the bottles and nipples are allowed 
to boil for five minutes. They are then left to cool in the water, 
and the container is kept covered until the next feeding. 
In using hypochlorite, the bottle and nipple are completely 
submerged in the solution for three hours and care is taken 
to exclude air bubbles. Cold or preferably warm, but not hot, 
water is used to make the solution, which must be made fresh 
daily. It should contain the equivalent of 100 to 200 ppm of 
available chlorine. Two methods of preparing the solution are 
given: 1. To 2 pt. (1 liter) of water add 1 tablespoonful (% 
fl. oz.) of a solution of sodium hypochlorite containing 1% 
available chlorine. Since 1 gm. of sodium hypochlorite is 
equivalent to 0.95 gm. of available chlorine, such a solution 
is nearly equivalent to a 1% solution of sodium hypochlorite. 
2. To 5 pt. (2.5 liter) of water add 1 tablespoonful of solution 
of chlorinated soda, B.P.C., 1934. This solution contains 2.5 
to 3% of available chlorine. As with the boiling method, the 
bottle and nipple should be handled as little as possible in 
preparation of the food. 

A comparison of these two methods was made by making 
plate counts and overnight broth cultures of bottles and nipples 
from three hospitals and two residential nurseries that use 
the boiling method and from two hospitals and one nursery 
that use the hypochlorite method. Of the 56 bottles sterilized 
by the boiling method, the plate count was sterile in 82.1%; 
in 12.5% there were 10 to 50 colonies per bottle; and in 
5.4% there were more than 50 colonies. The comparable 
figures for the 113 nipples treated by boiling were 47.8%, 
8.8%, 43.4%. Of the 130 bottles treated by the hypochlorite 
method the figures were 85.4% sterile, 10% with 10 to 50 
colonies per bottle and 4.6% with more than 50 colonies per 
bottle. For the 87 nipples treated by the hypochlorite method, 
the comparable figures were 79.3%, 12.6%, and 8%. The 
high proportion of failures in sterilizing the nipples by boiling 
is attributed partly to the fact that most of the tests were 
made on nipples from one hospital. The organisms isolated 
from the nonsterile bottles included aerobic spore bearers, 
coliform bacilli, alpha hemolytic streptococci, diphtheroids, 
Micrococcus (Staphylococcus) albus, and various micrococci. 
It is pointed out that initial sterility of bottle and formula 
does not guarantee a bacteriologically safe feeding and that 
there is good reason for using heating methods in which the 
milk is autoclaved in the bottle with the nipple fitted before 
the bottle is given to the infant. 


Veteran General Practitioner Honored.—At the Harveian Ora- 
tion on Oct. 16, Dr. W. N. Pickles, of Aysgarth, Yorkshire, 
whose book on “Epidemiology in Country Practice” is one 
of the classics of modern medical literature, was presented 
with the Bisset Hawkins Medal of the Royal College of Phy- 
sicians of London. According to the citation: “As a student 
of epidemiology, he stands in the forefront. But perhaps his 
outstanding achievement is the demonstration that scientific 
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observation and deduction is not only possible under the pres- 
sure of a busy general practice, but is a constant stimulus to 
the quality of the service that the general practitioner can 
give to his patients.” The Bisset Hawkins Medal was founded 
in 1896 by Captain Edward Wilmot Williams with a gift of 
£1,000 to the college. It is awarded for notable work in the 
field of public health. 


Divine Healing.—The archbishops of Canterbury and York 
have appointed a commission on divine healing, “to consider 
the theological, medical, psychological, and pastoral aspects 
of ‘Divine Healing’ with a view to providing within two or 
three years a report designed to guide the Church to clearer 
understanding of the subject; and in particular to help the 
clergy in the exercise of the ministry of healing and to en- 
courage increasing understanding and cooperation between 
them and the medical profession.” The medical members of 
the commission include Dr. J. A. Hadfield, University of 
London; Dr. Ronald Henson, London Hospital; Dr. Ronald 
Cove-Smith; Prof. Alan Moncrieff, University of London; Sir 
James Paterson Ross, University of London; Dr. Denis Brin- 
ton, National Hospital for Nervous Diseases; and Dr. D. 
Stafford-Clark, Guy’s Hospital. 


Phenylbutazone.—Phenylbutazone was the subject of a one 
day symposium organized recently by the Empire Rheumatism 
Council. Dr. O. Steinbocker, New York, reported a significant 
analgesic effect in 70% of patients, improvement in function 
in 50%, and definite improvement in 25%, but he was doubt- 
ful that there was any true antirheumatic effect. He encoun- 
tered toxic effects, mainly nausea, gain in weight, and rash, 
in 22% of his patients and considered the use of the drug 
hazardous. As a safety measure, he insists on a weekly leuko- 
cyte count, and he believes that a break in treatment of a 
few days every two weeks might be worth while as a safe- 
guard against toxic reactions. Dr. G. R. Newns (Sheffield) 
reported relief of symptoms in 70% of both early and ad- 
vanced cases of rheumatoid arthritis. Of the 197 patients in 
his series, 65% were still taking phenylbutazone after six 
months; 13% gave up treatment because of absence of any 
effect from the beginning, 7% because the initial beneficial 
effect wore off, and 14% because of toxic effects, including 
agranulocytosis. Dr. J. P. Currie (Glasgow), who introduced 
phenylbutazone to England as a remedy for rheumatism, 
reported that 82 out of 131 patients maintained on treatment 
for a year or longer are still improving and that none had 
failed to enjoy continued relief of symptoms. He was one of 
the few at the symposium who contended that phenylbutazone 
has a specific antirheumatic action. He cited, in favor of his 
thesis, the low analgesic potency of the drug in normal persons 
and animals and in pain of nonrheumatic origin, that is, 
migraine and trigeminal neuralgia. Also in favor of such a 
specific action, in his view, was the prompt response to phenyl- 
butazone in cases of rheumatic fever and gout. His experience 
now includes over 1,000 patients, and the incidence of toxic 
effects in those patients was insignificant. He suggested that 
the low incidence, as compared with that of other observers, 
might be attributed to the fact that he always stopped the 
administration of all other drugs, including barbiturates, when 
the patient was receiving phenylbutazone. It is known that the 
toxicity of phenylbutazone is increased by the simultaneous 
administration of barbiturates and aminopyrine. Satisfactory 
results were reported from the use of phenylbutazone in 
ankylosing spondylitis and osteoarthritis. 

Dr. J. G. Humble (London), in treating a series of 44 
patients with phenylbutazone, found a significant increase of 
the clotting time in 6 and a prolongation of prothrombin 
time in 14. The oral administration of vitamin K, resulted in 
a prompt return to normal of both prothrombin and clotting 
times. In discussing the effect of phenylbutazone on the ex- 
cretion of water and electrolytes, Dr. P. O. Williams (London) 
stated that sodium was retained as a result of a specific 
increase in tubular reabsorption and that water retention was 
a secondary effect. The output of potassium was unaffected. 
According to Dr. R. M. Mason (London), on the basis of his 
findings in four cases of gout, the urinary excretion of uric 
acid in a given patient depends on the balance between water 
retaining and mild uricosuric actions. 
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NORWAY 


Studies of Sprue.—One of the reasons why so many doctors 
from abroad visit Medical Department B of the Rikshospital 
in Oslo is that its chief, Prof. H. A. Salvesen, has for many 
years devoted special attention to the manifestations and patho- 
genesis of sprue. His series of cases is quite large for Europe, 
and it has been studied so systematically that he has already 
extracted much useful information from it. As is so often 
the case with recently identified diseases, Salvesen has come 
to the conclusion that nontropical sprue is rather frequent in 
Norway. In a study of the blood pressure of 84 patients with 
idiopathic and symptomatic steatorrhea, who ranged in age 
from 20 to about 70, he has found a remarkable tendency 
to hypotension, both systolic and diastolic, in every age group. 
This hypotension was greatest in the older age groups in which 
hypertension is notoriously common. The highest systolic pres- 
sure was 140 mm. Hg, and in most cases it was below 130 
mm. Even when the patient could do a full day’s work, their 
blood pressure was low. In nearly every patient the systolic 
blood pressure ranged from 120 to 75 mm. Hg. Salvesen 
dissociates this hypotension from the patient’s anemia or any 
salt deficiency or hypokalemia he may be suffering from, and 
he is inclined to suspect some exogenous cause such as de- 
fective absorption of a substance, probably of lipoid nature, 
necessary for the maintenance of the normal blood pressure 
and probably also for the production of hypertension. In 
cooperation with Dr. Jens Boe, Salvesen has studied these 
patients with special reference to the osteomalacia with which 
sprue is often associated. About 47% of 85 patients presented 
the chemical conditions for osteomalacia, a calcium-phosphate 
solubility product in the serum below a certain value, but 
demonstrable bone disease developed in only 26%. It seems 
from this study that the patients in whom bone disease de- 
velops are those who show a secondary hyperparathyroidism 
that manifests itself in a hypophosphatemia but who have a 
relatively high serum calcium content. The patients whose 
bones are intact, however, are those who show a lack of this 
parathyroid reaction and whose serum calcium values remain 
low. Many of them suffer from tetany. Salvesen finds this 
hypofunction of the parathyroids to be of great theoretical 
interest. It seems to support the observation that nutritional 
deficiencies influence the production of hormones. Salvesen 
and Boe believe that the parathyroids play the most important 
role in the production of osteomalacia; hence comes their 
tentative suggestion that parathyroidectomy may be indicated 
in the vitamin D-resistant types of the disease. 


Prognosis for Tuberculous Meningitis ——Although treatment of 
tuberculous meningitis with antibiotics and other chemothera- 
peutic remedies has profoundly changed the prognosis, the 
experiences of Prof. P. M. Holst at the Ullevaal Hospital 
show that this disease is very refractory to such treatment 
when combined with miliary tuberculosis. Here streptomycin 
has been given since February, 1948, both by intramuscular 
and by intrathecal injection. From this date till June, 1952, 
47 such cases were treated. In all but six of the patients 
tubercle bacilli were found on culture of the cerebrospinal 
fluid, and even in these six patients (in four to whom strepto- 
mycin or p-aminosalicylic acid [PAS] had already been given 
before the bacteriological examination) there could be no 
doubt about the diagnosis of tuberculous meningitis. Among 
the 21 patients who died, 13 also suffered from miliary tuber- 
culosis, whereas among the 23 patients who recovered only 2 
suffered from this complication. There remained three patients 
who were already moribund on admission to hospital. Tuber- 
culosis elsewhere in the body, but not in the form of miliary 
tuberculosis, was a less serious complication, and among the 
17 patients with tuberculosis elsewhere 5 died. Among the 12 
patients whose only manifestation of tuberculosis was men- 
ingitis, only 3 died. All who recovered did so completely and 
after recovery showed no clinical sign of the disease and no 
abnormalities in their cerebrospinal fluid. Intelligence and 
other tests also suggested that the modern treatment of tuber- 
culous meningitis effects a recovery without permanent psychic 
disturbances. Dr. Harald Hauge of Ténsberg has published 
further details of this series of cases in Nordisk Medicin for 
Oct. 22, 1953. 
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Partial Nephrectomy for Renal Tuberculosis.—At the urologi- 
cal congress held in Frankfurt am Main in April, 1953, Prof. 
Carl Semb, of the Oslo City Hospital, Ullevaal, gave an 
account of his experiences with partial nephrectomy for renal 
tuberculosis. His material consisted of 167 patients treated 
between December, 1947, and January, 1953. Forty patients 
were given conservative treatment only, and nephrectomy was 
performed on another 40. The remaining 87 patients were 
treated by partial nephrectomy. The author found extra-uro- 
genital tuberculosis to be common: 45% of his patients having 
suffered from pleurisy; 41%, from pulmonary tuberculosis; 
and another 41%, from tuberculosis of the bones and joints. 
He considers it desirable to give sanatorium treatment for at 
least six months before attempting operative interference with 
the kidneys, but he has had to make an exception to this rule 
in patients with tuberculous hydronephrosis and mixed infec- 
tions, for they may require vigorous treatment with antibiotics. 
With regard to the indications for partial nephrectomy (applied 
to the upper part of the kidney in most patients), Semb in- 
sisted that this operation should aim at the elimination of 
destructive foci as is already practiced on patients with cavities 
in the lungs. Tubercles that represent nondestructive foci in 
the kidney, its pelvis or ureter, should not be removed. None 
of his partial nephrectomies had proved fatal, although in 
seven cases they had been carried out on the patient’s only 
kidney. All the three cases of postoperative wound infection 
ended in recovery. A follow-up study of 39 patients with a 
postoperative observation period of at least two years showed 
that freedom from tubercle bacilli had been achieved in 90%. 


Penalty for Preventable Infection with Tuberculosis——A court 
judgment in August, 1953, drew attention to the Norwegian 
law of December, 1947, with its protective measures for 
tuberculin-negative persons called on to care for tuberculous 
patients. The plaintiff in this case was a woman, who in August, 
1950, at the age of 22, was employed as a domestic servant 
in a home for the aged. Before she started work, she was 
examined by this home’s physician who found her to be 
Pirquet-negative. He advised a BCG-vaccination, which she 
declined. After a year’s service in the home, an old man with 
a history of chronic bronchitis was admitted to it. She was 
called on to attend to him without being instructed how to 
avoid infection. She fell ill in November, 1951, and in June, 
1952, she was found to be suffering from pleurisy. She was 
admitted to a tuberculosis hospital and was out of work 
between November, 1951, and February, 1953, because of her 
tuberculosis. She claimed damages against both the home for 
the aged and the doctor in charge of it. The court awarded 
her damages at the expense of both the home and the doctor, 
but her refusal to undergo BCG vaccination reduced the dam- 
ages awarded her. The court found that the doctor had been 
negligent in several respects, namely, for failing to diagnose 
the tuberculosis from which the old man suffered and for 
failing to forbid the plaintiff to work in the home after she 
had refused BCG vaccination. The matron of the home also 
was censured with regard to the precautions she should have 
taken. She might, perhaps, have taken them had the doctor 
warned her that the plaintiff on arrival at the home was 
tuberculin-negative. The damages awarded were not great, but 
the issue of this case is of importance to the medical pro- 
fession, since the implications of the law of 1947 are stressed. 


PARIS 


Renal Isoplastic Grafting—On Oct. 21, 1953, Dr. Louis 
Michon addressed the Academy of Surgery on the work by 
Dr. Oecomos and his co-workers in renal isoplastic grafting. 
One of their patients, a 16-year-old boy, had been a victim 
of trauma that so severely damaged the renal pedicle on one 
Side that it was considered necessary to remove the kidney. 
Unfortunately, it was discovered that the kidney on the oppo- 
site side was very small and aplastic. This was confirmed by 
a ureteropyelography. The only way to save such a patient 
is to give him another kidney. Although all preceding attempts 
at renal grafting had failed, the boy’s mother begged to give 
her son one of her kidneys. Mot! er and son were of the same 
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blood group (the mother’s blood: B, Rh-positive, Cc-D-ee, 
P-positive, N; and the son’s blood: B, Rh-positive, C-D-ee, 
P-positive, MN). 

The operation was performed by two surgical groups work- 
ing in adjoining rooms. The vascular anastomosis was termino- 
lateral. An interval of 55 minutes elapsed between the clamp- 
ing of the mother’s vessels and the declamping of the son’s 
vessels that followed the anastomosis. The circulation was 
immediately established, and the graft acquired a normal color. 
The surgeons then proceeded to the reestablishment of the 
excretory duct. Three centimeters of the subpelvic portion 
of the grafted ureter were introduced into the son’s ureter, in 
which a catheter had been placed before the operation. The 
ureteral anastomosis seemed as perfect as the vascular anasto- 
mosis at the end of the operation. 

The immediate results were remarkable. The ureteral cathe- 
ter functioned even before the patient left the operating room. 
During the 24 hours following the operation, the transplanted 
kidney excreted 3.2 liters of urine. The establishment of a 
daily fluid and electrolyte balance made it possible to follow 
the functioning of the grafted kidney. The graft survived 
beyond the usual limits. The kidney functioned satisfactorily 
for 21 days and 18 hours, and the patient’s blood urea level 
feli from 4.5 to 0.8 gm. Then a sudden anuria occurred with 
no warning sign except a slight increase in the volume of 
the grafted kidney. An exploratory operation was performed, 
and it was found that, in spite of perfect anatomical results, 
the kidney pelvis was empty of urine. The failure of this graft 
was not due to technical difficulties. The authors have shown 
that the problem of renal grafting remains unsolved. 

In Presse Médicale of Nov. 4, 1953, the same authors de- 
scribed the chemical and histological aspects of the problem. 
The mother’s kidney had developed a compensatory hyper- 
trophy and a progressive increase of its functional volume; its 
urea clearance was 50 cc. per minute on the 20th postoperative 
day, but during the days following the operation the trans- 
planted kidney had a urea clearance of 15 cc. per minute 
despite a diuresis of 2.3 cc. per minute. The authors did not 
find a satisfactory explanation for this. It is possible that 
prolonged renal ischemia was the cause of this phenomenon, 
but at the autopsy no important stenosis was observed at 
the point of the vascular sutures. The clearance of chlorine, 
sodium, and potassium was weak but stable, showing that 
tubular reabsorption was satisfactory. On the whole the func- 
tional stability of the transplanted kidney was remarkable. No 
sugar was found in the urine. Albumin was present during 
the postoperative period of hemothorax and during the five 
days preceding the onset of anuria (the quantitative estimation 
of albumin in the urine was more than 0.5 gm. per liter). 
The urine was sterile. The systolic pressure was about 120. 
The optic disk became progressively discolored, and a hemor- 
rhage appeared in the macula lutea of the left eye. 

A few hours before the functional cessation of the kidney, 
the urine showed no anomaly except the presence of red and 
a few white blood cells. A biopsy specimen showed massive 
infiltration of the interstitial spaces with plasmocytes and lym- 
phocytes and circulatory modifications characterized by mark- 
edly distended blood vessels. The glomerular capillaries were 
ischemic. The tubular cells contained granulations and showed 
degeneration and desquamation in the tubular lumen without 
any evidence of epithelial regeneration. The autopsy showed 
numerous vascular extrarenal and intrarenal thromboses and 
infarcted and necrotic areas invaded with blood and showing 
massive hyalin degeneration. The authors believe an immuno- 
logic process caused death despite the fact that the graft 
was syngenesioplastic. A study on the first and the third 
day after the onset of anuria showed no evidence of a sud- 
den conflict of antigens and antibodies, but the serum fibrin 
and globulin had progressively risen from 21 gm. a few days ' 
after transplantation to 32 gm. the day the grafted kidney 
stopped functioning and the albumin-globulin ratio changed 
from 1.7 to 1.03. An electrophoretic analysis showed that the 
increase in serum globulin was accounted for by the elective 
use of the gamma globulin fraction. The authors emphasize 
that it would be a logical hypothesis that this elective rise of 
gamma globulin indicated the throwing into son’s circulation 
of specific antibodies to the graft. 











SUBSTITUTION OF SOYBEAN MILK FOR COW’S 
MILK IN ALLERGIC INFANTS 

To the Editor:—There is no aspect of medicine concerning 
which disagreement is so common as that pertaining to food 
allergy. It is unquestionably true that investigation of this 
subject is especially difficult, and it is hard to apply the 
necessarily rigid controls that are required in order to obtain 
reliable answers. One aspect of food allergy has recently been 
presented by Johnstone and Glaser in THE JOURNAL and else- 
where (J. Allergy 24:434 [Sept.] 1953; J. A. M. A. 153:620 
[Oct. 17] 1953), namely, the prevention of major allergies in 
children of allergic families by the avoidance of cow’s milk 
in the first months. There is no question that this is a highly 
desirable objective nor is the means, the substitution of soy- 
bean “milk” for cow’s milk, an entirely impractical approach. 
There are, however, a number of difficulties; these were de- 
scribed by L. W. Hill a short time ago (J. Allergy 24:474 
[Sept.] 1953). To the question, “Do the data as presented form 
a reliable basis for the conclusions reached?” we would answer 
with an unqualified no. 

Compare the form of this experiment with that regarded by 
well-qualified persons (New England J. Med. 247:114 [July 24] 
1952) as essential in studies of this kind. The authors selected 
96 infants as the experimental group. The time over which 
the selection was made is not stated, and it is not more than 
very questionably implied that these infants were to be subjects 
of a controlled study at the time they were selected. A second 
group of 65 infants, all siblings of infants in the experimental 
group, were selected as controls. Again it is not stated when 
these were selected. The reader’s fear that this group may have 
been heavily weighted with children who were brought to the 
authors’ attention because they already had allergic disease is 
reinforced by the authors’ own doubts as to the suitability of 
this group for purposes of control and the selection by them 
of a second group. 

The second or “nonrelated” control group of 175 subjects 
was Selected from “the histories of 4,710 children in 1,215 
allergic families.” No mention is made of what measures were 
taken to insure a truly random sample. To choose 175 
subjects from among so many must have involved careful 
scrutiny of each candidate, and it hardly seems conceivable 
that, even with the utmost effort to avoid favoring one can- 
didate as against the other, a truly random selection could 
be made. Furthermore, the two control groups appear to have 
been selected from infants and children many of whom had or 
may have had allergic disease. These the authors compare with 
a group of children who, at the time they were selected, that 
is, before or immediately after birth, could have exhibited no 
allergic manifestations. The application of tests of statistical 
significance to differences between the experimental and the 
two control groups as carried out by the authors is obviously 
irrelevant if the above criticisms are valid. 

An experiment of this kind requires that the criteria for 
selection of subjects for the experiment, whatever group they 
are to fall in, be set up before the selection is made and then 
rigidly adhered to. Furthermore, some method is needed to 
insure that subjects fail into the experimental or the control 
group in such a way as to avoid conscious selection, a common 
means being the assigning of alternate cases to each of the 
groups. Had any attempt to do this been made in this study, 
it would have been mentioned by the authors without any 
question. 

It is perhaps pertinent that the authors overlooked an 
aspect of their data (J. A. M. A. 153:620 [Oct. 17] 1953) that 
contradicts one of their conclusions (J. Allergy 24:434 [Sept.] 
1953). Among those in whom major allergies developed (a group 
that may be regarded as homogeneous in this respect at least), 
the avoidance of cow’s milk in the diet during infancy did not 
prevent the later appearance of sensitivity to cow’s milk. In 
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roughly 50% of those in whom major allergies developed in 
each of the three groups (50%, or 7 out of 14, of the experi- 
mental group; 50%, or 21 out of 42, of the sibling control 
group; and 55%, or 50 out of 91, of the nonrelated control 
group), allergy to cow’s milk developed. That the time of 
onset in the experimental group was later than in the other 
two was to be expected, because in the first group cow’s milk 
was introduced later. This is evidence against the concept of 
immunological immaturity as a temporary phenomenon asso- 
ciated with the first year or two of life. The absence of any 
mention of this point suggests preoccupation with one inter- 
pretation to the exclusion of all others. Did such an attitude 
play a part in the selection of the two control groups? 

The above is not meant to imply that the authors con- 
sciously biased the results. Our quarrel stems from the ap- 
parent jack of any real attempt to avoid weighting the selection 
of subjects in one direction or another. In problems of this 
kind, statisticians who, recognizing the pitfalls, would pre- 
sumably be best qualified to afford themselves the luxury of 
dispensing with such precautions take great pains to make the 
selection of subjects at random because, among other things, 
they do not even trust themselves to do so without bias. We 
selected this paper for critical comment because the conclu- 
sions drawn are of great moment to everyone in the field of 
allergy, especially preventive allergy. If the thesis as presented 
by the authors is correct, it would virtually constitute mal- 
practice to omit the steps they recommend in feeding infants 
born of allergic families. On the other hand, to follow the 
regimen recommended without reasonable assurance of benefit 
would hardly be justified in view of the difficulties that beset 
the pediatrician and the mother when cow’s milk is eliminated. 
We feel that the entire question remains open and that the 
answer will require an experiment planned well in advance 
with all precautions taken to avoid the many pitfalls that lie 
in the path of the investigator. 

Francis C. Lowett, M.D. 
IRVING W. SCHILLER, M.D. 
65 E. Newton St. 

Boston 18. 


USE OF FOAM RUBBER FOR PROPHYLAXIS 
To the Editor:—It has occurred to me that the great prevalence 
of allergy to inhalants (other than pollens) could be markedly 
reduced if manufacturers of pillows, mattresses, cushions, 
upholstered furniture, automobile upholstery, stuffed toys, and 
so forth could be persuaded to make such articles only with 
nonallergic stuffing such as foam rubber or other suitable non- 
allergenic synthetic material. In fact, if such a program were 
effective, the entire allergy situation in this country would be 
dramatically ameliorated; it would serve as a nationwide 
prophylactic measure. For example, when exposure to certain 
inhalants is materially reduced, there is a change in incidence 
of sensitization to those materials in our population. This is 
illustrated by the change in the incidence of sensitivity to silk 
and to rabbit hair. When I first became interested in children’s 
allergy and began doing intradermal tests in 1933, positive 
skin tests and serious clinical sensitivity were commonly found 
to both of these antigens. Because of the frequency and 
severity of sensitization to rabbit hair, rabbit hair has been 
almost entirely eliminated by legislation or recognition of its 
undesirable effects. One no longer expects to find it commonly 
used in fur-lined slippers or as trimmings. Exposure to silk 
has also been markedly diminished by the invention of sub- 
stitutes such as rayon and nylon and the effects on silk 
imports of the war with Japan. As a result, sensitization to 
rabbit hair and silk has practically disappeared. 

If common antigens such as kapok, cotton, feathers, and 
animal hairs were entirely eliminated from the contents of 
such articles as mentioned above, it seems logical to expect 
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that the incidence of asthma and vasomotor rhinitis, particu- 
larly, and also to some extent allergic eczemas, would be 
greatly reduced. Though it might be argued that higher costs 
of foam rubber substitutes would be prohibitive, it is likely 
that the extra volume of sales entailed by an enormous increase 
in use of the substitutes would reduce production cost and con- 
sequently the retail price. 


CLEMENT B. P. Coss, M.D. 
56 E. 76th St. 
New York 21. 


USE OF THE METRIC SYSTEM 

To the Editor:—Although the divorce of the unit of volume, 
the liter, from the unit of length, the meter, has not had the 
benefit of publicity by columnists that fact seems to be get- 
ting around. More and more one reads medical articles in 
which the ‘abbreviation for a thousandth part of a liter, a 
milliliter, has replaced the previously customarily used cubic 
centimeter. In fact, the author of a book I reviewed recently 
placed much emphasis on this change. With this I am in hearty 
accord, but in the name of consistency it would seem that what 
applies to the thousandth part of a liter should be extended 
to the millionth part of a liter, and the term microliter, ul, 
should be employed instead of the more cumbersome and 
technically incorrect cubic millimeter, cu. mm. or mm.® One 
now sees articles in which blood chemistry findings are re- 
corded in milligrams per 100 ml., but the leukocyte count is 
reported in so many thousands per cubic millimeter (cu. 
mm.) rather than microliter (#1). Along the lines of this same 
plea for consistency, I would like to point out that the term 
milligrams per cent is also incorrect. If one has 100 ml. of 
solution containing 2 gm. of a substance, he would simply 
refer to it as a 2% solution and not 2 gm. %. Accordingly, 
if one had a solution with 200 mg. per 100 ml., he could 
correctly refer to it as a 0.2% solution, or 200 mg. per 100 
ml., but not 200 mg. %. 

I think it would be well also for the sake of consistency 
for one to use either the International (metric) or the Apothe- 
cary’s system in any one prescription, but often one finds a 
prescription or order written for 50 mg. of meperidine com- 
bined with 0.01 grain (0.6 mg.) of atropine. It is amusing to 
find that most recent graduates of medical schools and nurses 
training schools know the dosages of more recently introduced 
drugs in milligrams but still use the Apothecary’s system for 
older drugs. Such combinations of International and Apothe- 
cary’s systems of dosage seem to work out in general practice 
satisfactorily but it would seem that authors of modern medi- 
cal articles and textbooks should now employ the International 
system exclusively. 

There is little doubt that the Navy Department has little 
or no interest in these matters, and I hardly believe the Bureau 
of Medicine and Surgery has much concern over them either, 
so the above opinions are mine and do not reflect official 
viewpoints of the Navy Department or the Bureau of Medicine 
and Surgery. 

Capt. JuLIAN Love (M.C.), U.S.N. 
U. S. Naval Hospital, Corona, Calif. 


POLAROID LAND CAMERA IN MEDICINE 

To the Editor:—During the past several years, we have utilized 
the Polaroid Land camera in our practice of urology. We be- 
lieve it has many advantages. The use of photography in the 
office has always been a somewhat cumbersome, expensive, 
and difficult procedure for the average physician and, for this 
reason, has not been used as much as it should be. The 
Polaroid Land camera, however, is a simple, fast, economical, 
and compact means of photography. It is so simple that the 
average office helper can easily be shown how to manipulate 
it. It is capable of producing a completed print in from one 
to two minutes. The cost for a completed print, 3 by 4 in. 
(7.62 by 10.16 cm.), is approximately 20 cents. The only space 
required is that for a supporting arm and a camera and, if 
roentgenograms are being copied, a view box. The accompany- 
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ing photograph shows the set-up that we have in our labora- 
tory. It consists of a Polaroid Land camera, Pathfinder Model 
110; a 38 in. (96.52 cm.) upright copying stand; a portrait lens 
(plus 1, 2, and 3); a 4 by 5 in. (10.16 by 12.7 cm.) ground 
glass; an exposure meter; and a daylight view box. 

The stand may be hinged to the wall above the office view 
box and swung out of the way when not in use, or the stand 
may be utilized in an upright position if demanded by space 
and work requirements of the physician’s office. A daylight 
view box is utilized since this affords better copying than in- 
candescent light. The ground glass will insure accurate position- 
ing, sharp focusing, and versatility in accommodating various 
size films. Lens to object and focusing distances are available 
in table form with portrait lenses, if it is inconvenient to utilize 
ground glass. With this camera, film identifications can be in- 
cluded in the photograph. The camera is positioned by either 
of the above methods and fixed; the roentgenogram is placed 
on the illuminated view box; its average density is noted by 
the light meter; and the appropriate F-stop and exposure time 
are obtained. We have found that one second at F-32 will 
copy approximately 90% of the roentgenograms. After the 
exposure has been made, the film is processed within the 
camera, and in from one-half to one minute the completed 
print is removed from the camera, waxed, and polished. It is 
then ready to be filed with the chart or to be sent with a 
letter to the referring physician. In our experience the photo- 
graphs are easily readable and of great practical value in 
conveying information. 


soap 


We have used the camera in the following ways: 1. We 
have reported cases to the referring physicians. Office and 
hospital films are copied and included in letters reporting 
work-up on patients to referring physicians. 2. We have copied 
hospital films for office records. A copy of the hospital film is 
inserted in the patient’s office record as a reference for future 
treatment of the patient. 3. We have copied office and foreign 
films for operative use at the hospital. Photographic copies of 
roentgenograms of the patient for surgery the next day are 
made by the office helper and obviate the transporting of bulky 
films back and forth. 4. Office films have been copied to con- 
serve space. Old films are reviewed, and those essential for 
future reference are copied and placed in the patient’s record. 
The old films are removed from the office for storage else- 
where. 5. Representative films have been copied for use in 
longitudinal study. Films that are copied and in the patient’s 
chart show progress over the years. 6. We have copied in- 
teresting films to demonstrate cases to colleagues. Interesting 
and challenging films may be copied and serve well in illus- 
trating cases to colleagues, associates, interns, and resident 
physicians. 7. Office films have been copied and placed in 
hospital records of interesting cases. 8. With flood or flash 
lighting, patients and the interesting lesions can be photo- 
graphed. 9. Graphic or printed material can be copied. 


WALTER A. KerTzer, M.D. 
MANLEY L. Forp, M.D. 
1110 Second National Bldg. 
Akron 8, Ohio. 
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ADDITIONAL INTERNSHIPS APPROVED 

The listing of approved internships, published by the Council 
on Medical Education and Hospitals (J. A. M. A. 153:282- 
304 [Sept. 26] 1953), is supplemented by the addition of the 
following straight internships in pathology, which were listed 
in the 1952 Internship and Residency Number of THE Jour- 
NAL, Sept. 27, 1952. The approval of these internship pro- 
grams is effective until June 30, 1955. 


PATHOLOGY 
University of California Hospital, San Francisco, Calif. 
Veterans Administration Hospital, Newington, Conn. 
Grace-New Haven Community Hospital, 

New Haven Unit (University Service), New Haven, Conn, 
Emory University Hospital, Emory University, Ga. 
Michael Reese Hospital, Chicago 
Baltimore City Hospital, Baltimore 
Joans Hopkins Hospital, Baltimore 
Beth Israel Hospital, Boston 
Boston City Hospital, Boston 
Children’s Medical Center, Boston 
Massachusetts Memorial Hospital, Boston 
Peter Bent Brigham Hospital, Boston 
Holyoke Hospital, Holyoke, Mass. 

Providence Hospital, Detroit 

Barnes Hospital, St. Louis 

Jersey City Hospital, Jersey City, N. J. 
Kings County Hospital, Brooklyn 
Methodist Hospital, Brooklyn 

Queens General Hospital, Jamaica, N. Y. 
Bellevue Hospital Center 

Division III—New York University College of Medicine, New York City 
New York City Hospital, New York City 
New York Hospital, New York City 
Presbyterian Hospital, New York City 
St. Luke’s Hospital, New York City 
Genesee Hospital, Rochester, N. Y. 

Strong Memorial-Rochester Municipal Hospitals, Rochester, N. Y. 
Duxe Hospital, Durham, N. C. 

North Carolina Baptist Hospital, Winston-Salem, N. C. 

St. John’s Hospital, Tulsa, Okla. 

Good Samaritan Hospital, Portland, Ore. 

Vanderbilt University Hospital, Nashville, Tenn, 

Parkland Hospital, Dallas, Texas 
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This article is the first in a series prepared by the Committee 
on Federal Medical Services of the Council on Medical Service 
to present the American Medical Association position on medi- 
cal care for veterans with non-service-connected disabilities and 
to outline the basic reasons for that stand. Subsequent articles 
will provide the facts and statistics that lie behind the A. M. A. 
policy. Others will consist of excerpts from addresses delivered 
by local physicians at the regional conferences sponsored by 
the Committee. The entire series of articles, when concluded, 
will be reproduced in booklet form and made available for 
distribution. 

Louis M. Orr, M.D., Chairman, 
Committee on Federal Medical Services. 


A. M. A. POLICY ON VETERANS’ MEDICAL CARE 


At the 1953 Annual Meeting of the American Medical Asso- 
ciation last June in New York City, the House of Delegates 
unanimously adopted a position urging that Veterans Admin- 
istration hospital and medical care for veterans with non-service- 
connected disabilities be discontinued except in the case of war 
veterans with tuberculosis or psychiatric or neurological dis- 
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orders when the veteran is unable to afford such care and 
where local facilities are inadequate. 

The House of Delegates reaffirmed that policy in December, 
1953, at the Clinical Meeting in St. Louis and also commended 
the Council on Medical Service and its Committee on Federal 
Medical Services for the intraprofessional educational program 
that has been under way since September. Under that program, 
regional conferences have been held in New York, Washington, 
D. C., Atlanta, Ga., and Dallas, Texas, to familiarize the state 
medical societies with the A. M. A. position and the reasons 
on which it is based. Five more regional conferences are sched- 
uled for Denver, Portland, Ore., Omaha, Indianapolis, and 
Boston in February and March, 1954. 

At the St. Louis meeting the House of Delegates also adopted 
a recommendation urging that each state medical society “take 
formal action approving the policy statement on medical care 
for veterans with non-service-connected disabilities as adopted 
by the House in June, 1953.” 


URGING OF NEW LEGISLATION 

The House action last June constituted a reaffirmation and 
final approval of the following recommendation originally pre- 
sented at the December, 1952, Clinical Session in Denver by 
a Special Committee on Federal Medical Services: 

“Your committee recommends with respect to the provision 
of medical care and hospitalization benefits for veterans in 
Veterans Administration and other federal hospitals that new 
legislation be enacted limiting such care to the following two 
categories: 

“(a) Veterans with peacetime or wartime service whose dis- 
abilities or diseases are service-incurred or aggravated, and 

“(b) Within the limits of existing facilities to veterans with 
wartime service suffering from tuberculosis or psychiatric or 
neurological disorders of non-service-connected origin, who are 
unable to defray the expenses of necessary hospitalization. 

“Your committee recommends that the provision of medical 
care and hospitalization in Veterans Administration hospitals 
for the remaining groups of veterans with non-service-con- 
nected disabilities be discontinued and that the responsibility 
for the care of such veterans revert to the individual and the 
community, where it rightfully belongs.” 


APPROVAL OF SERVICE-CONNECTED CARE 

It should be clearly understood, and emphasized over and 
Over again, that the House of Delegates did not in any way 
suggest any limitation or impairment of the hospital and medi- 
cal care benefits now provided by the Veterans Administration 
to veterans who are ill or handicapped as a result of their 
military service. The reference committee report adopted by 
the House expressed complete accord with the present program 
of hospital and medical care for veterans with service-connected 
ailments. 

It also should be pointed out that the exception involving 
non-service-connected cases of tuberculosis and neuropsychi- 
atric disorders is made as a temporary recommendation be- 
cause some local facilities are at present inadequate to handle 
all such patients. The House of Delegates suggested that the 
Congress reanalyze the entire question of whether such pa- 
tients are a local or federal responsibility, adding: 

“The rapidly expanding veteran population and the need for 
facilities for the remainder of our citizens afflicted with these 
diseases suggests that community facilities must be developed 
under state or local administration for the benefit of all. Pref- 
erential treatment for veterans with these non-service-connected 
disabilities cannot be continued indefinitely, in view of its detri- 
mental effect on the health and the economy of the entire 
nation.” 


THE BASIC QUESTION 

In summing up the over-all approach of the A. M. A. to 
the whole issue of veterans’ medical care, the House of Dele- 
gates adopted this important statement: 

“It appears that the principal confusion in this matter ema- 
nates from a failure to understand just what the basic question 
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is. It is the belief of your committee that the medical profession 
must concern itself not with the number of ‘chiselers’ in Vet- 
erans Administration hospitals nor with the efficacy of the 
Veterans Administration in the administration of enabling leg- 
islation but rather with the broad question of whether such 
legislation is sound, whether the federal government should 
continue to engage in a gigantic medical care program in 
competition with private medical institutions and whether the 
ever-increasing cost of such a program is a proper burden to 
impose on the taxpayers of the country. A consideration of 
this problem must of course be predicated upon a concern for 
the health of the entire population and not just a particular 
segment.” 

In other words, despite the fact that there may be abuse of 
VA medical benefits by veterans who are able to pay for their 
own care, and while there may be waste and duplication in the 
VA hospital construction program, the A. M. A. does not feel 
that those are the basic issues at hand. The A. M. A. has 
predicated its stand on the moral, social, and economic prin- 
ciples involved in the problem—fundamental principles that 
concern not just veterans but all Americans. 


SIX REASONS FOR POLICY 

Those principles, affecting the future health, economic wel- 
fare, and national philosophy of the entire country, may be 
summarized as follows: 

1. It is morally wrong to have two classes of citizens in this 
country—veterans, who can turn to the federal government for 
free hospital and medical care whenever they incur illness or 
injury in civilian life, and nonveterans, who must continue to 
shoulder personal responsibility for their own health care. 

2. It is both morally and economically wrong for one group, 
the nonveterans, to pay their own medical expenses and also 
be forced to pay taxes that support a huge federal medical 
program operated mainly for the special benefit of the other 
group, the veterans who emerged from military service as 
healthy, able-bodied individuals. 

3. Unless the basic purpose and scope of the VA medical 
program are changed—in accord with the original intent of 
that program—the inevitable increase in its size and cost will, 
in the future, impose a terrific financial burden on the nation’s 
taxpayers, veteran and nonveteran alike, and on the country’s 
entire economic structure. 

4. The continued expansion of the VA hospital and medical 
program has and will continue to siphon off funds, facilities, 
physicians, interns, residents, nurses, and technicians required 
to serve the health needs of the population as a whole, includ- 
ing the wives and children of veterans. This competition will 
aggravate artificial shortages in civilian medical personnel and 
will tend to increase the cost of hospital and medical care. 

5. Despite the fact that the American people very recently 
have demonstrated a strong opposition to any form of social- 
ized medicine, they will be led into it indirectly if the VA is 
allowed to expand its already-vast program of tax-paid medi- 
cal care for a large and growing proportion of our population. 

6. The basic consideration in the whole issue is the proper 
division of health responsibility among the individual, the com- 
munity, the state, and the federal government. The A. M. A. 
holds that responsibility for personal health care rests first with 
the individual and then, if he is indigent, with the community 
or the state. Only in the case of veterans with service-con- 
nected disabilities—ailments or injuries caused or aggravated 
by their military service—is there a clear, undeniable federal 
obligation, and that obligation should be fulfilled by providing 
the finest possible hospital and medical care. 


FUTURE PROBLEMS 


The foregoing principles are of paramount importance be- 
cause only a change in the present philosophy behind the vet- 
erans’ medical care program will solve the tremendous problem 
that looms ahead. During the past 30 years the VA program 
has been liberalized and expanded far beyond its original pur- 
pose, which was to provide care for men who were ill or 
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disabled as a result of military service, and that program in 
itself already is huge and costly. The future problem, however, 
far overshadows that of the past or present, for our veteran 
population today is four times as large as it was after World 
War I, it is increasing annually, it will continue to increase 
in the foreseeable future, and its members will be growing 
older, requiring more care as the years roll by. 

Continuation of the present policy, applied to a large, grow- 
ing and aging veteran population, will have a terrific impact 
not only on the taxpayers’ pocketbooks and on our civilian 
medical system but also on the course of events in a nation 
already debating the broad question of individual initiative 
versus government-provided security. 
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UNPAID BILLS 


The following material is based on a public relations manual 
issued by the Public Relations Department of the American 
Medical Association.—ED. 


A physician should make an earnest attempt to collect fees 
owed him for several reasons. If he is to meet his expenses, 
he must be paid for his services. Furthermore, it is not fair 
to his honest patients if he makes no attempt to collect from 
nonpaying patients. Abandoning accounts with no follow-up 
encourages “deadbeats.” Their philosophy is: “Doc always 
writes off about 25% of what his patients owe him—so why 
should 1 pay?” When there is no collection follow-up, honest 
patients indirectly subsidize the medical care of many who 
could pay but do not. A physician often loses the good will 
of patients by not collecting from them. Human nature 
Operates in a strange fashion. A man who owes the doctor 
money but is not prodded gently into payment often will stay 
away from the doctor’s office in embarrassment—or change 
doctors. Noncollection of medical bills also may imply guilt. 
A patient may infer that the physician believed that he gave 
inadequate or improper care, and a malpractice suit may result. 
Conscientious patients appreciate being reminded when they 
overlook medical bills. Most patients are honest and will pay 
their debts when approached in a friendly, understanding 
manner. 

In view of these facts, it is unwise for a physician, from 
a public relations as well as a business standpoint, to leave 
accounts on his books. One medical man says, “Cancel or 
collect—if you can’t collect with appeals to decency and 
humor, then write off the bills.” Unfortunately, many physi- 
cians do not even add up the bills owed them. According 
to a recent survey, the average doctor in 1952 collected about 
85% of what was owed to him as compared with 88% in 
1948. Although a physician should do his best to collect from 
his patients, he should not let mercenary business methods 
taint the medical profession. High pressure collection techniques 
have no place in the medical realm. He should not lose the 
personal touch. If he tries to understand his patients’ reasons 
for nonpayment, he is in a better frame of mind to help the 
honest in this group work out satisfactory arrangements, 
whether it be cutting or canceling fees or working out pay- 
ment plans. Medical bills are peculiar in that persons must pay 
for an illness or operation they did not want in the first place. ° 
Patients may subconsciously resent medical bills. Also, compe- 
tition for the patient’s dollar sets in during medical treatment, 
and the decision to pay is often influenced by the urgency of 
other debts and desires. A patient’s gratitude for services ren- 
dered often fades fast. It is wise to follow collections sys- 
tematically, because it has been proved that, the longer the 
time lapse between billing and follow-up, the less likely is 
collection. 
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A.M.A. Arch. Internal Medicine, Chicago 
92:455-602 (Oct.) 1953 


*Treatment of Staphylococcic Infections with Erythromycin. W. M. M. 
Kirby, T. Forland and F. M. Maple.—p. 464. 

Effects of Cortisone and Corticotropin on Prolonged Bleeding Time: 
Treatment in Certain Hemorrhagic States (Pseudohemophilia). B. M. 
Jacobson.—p. 471. 

*Studies on Headache: Evidence of Tissue Damage and Changes in Pain 
Sensitivity in Subjects with Vascular Headaches of Migraine Type. 
H. G. Wolff, M. M. Tunis and H. Goodell.—p. 478. 

Chlortetracycline (Aureomycin) in Prevention of Bacteremia Following 
Oral Surgery: Attempt to Prevent Subacute Endocarditis in Patients 
with Heart Disease. O. Roth, G. M. Montano, J. A. Piccolo and 
others.—p. 485. 

Hypergammaglobulinemia in Pulmonary Tuberculosis. F. Schaffner, G. C. 
Turner, D. E. Eshbaugh and others.—p. 490. 

*Periodic Disease: Observations on Old Cases and Report of New Cases 
and of Therapeutic Trials. H. A. Reimann.—p. 494. 

Transient Esophageal Varices in Hepatic Cirrhosis. H. D. Bennett, 
C. Lorentzen and L. A. Baker.—p. 507. 

Syndrome of Hemangioma and Thrombocytopenic Purpura in Infants. 
J. Weissman and H. J. Tagnon.—p. 523. 

Clinical Observations on Fatty Liver. C. M. Leevy, M. R. Zinke, T. J. 
White and A. M. Gnassi.—p. 527. 

Diabetes Insipidus in Pregnancy. S. C. Carfagno, T. M. Durant and 
C. R. Shuman.—p. 542. 

Some Studies of Mechanism of Intractable Edema. A. A. Camara, H. K. 
Schoch, A. Reimer and L. H. Newburgh.—p. 554. 

Active Chronic Pulmonary Histoplasmosis. W. D. Sutliff, F. Hughes, 
E, Ulrich and L. L. Burkett.—p. 571. 


Treatment of Staphylococcic Infections with Erythromycin.— 
Kirby and associates assert that in hospitalized patients ap- 
proximately 70% of staphylococcic infections are caused by 
penicillin-resistant organisms and 40 to 60% are resistant to 
chlortetracycline (Aureomycin) and oxytetracycline. Bacitracin 
and chloramphenicol must be administered with caution be- 
cause of possible toxic reactions. In vitro studies indicate that 
a new antibiotic, erythromycin, should be highly effective 
against staphylococcic infections. The authors observed the 
effects of erythromycin therapy in 34 patients with staphylo- 
coccic infections. Initial improvement occurred in 23 patients 
with soft tissue infections. In 17 the infection was eradicated 
within two weeks, while up to two months was required for 
healing in 3 others. In three patients relapses occurred when 
treatment was stopped. Of 10 patients with chronic osteo- 
myelitis, only 1 failed to respond to erythromycin therapy. 
Acute flare-ups were readily controlled, and the chronic in- 
fection was arrested or eradicated in eight patients after 
saucerization of bone and removal of devitalized tissues. In 
two patients, one with staphylococcic pneumonia secondary to 
pneumococcic pneumonia and the other with peritonitis, cul- 
tures became overgrown with Proteus vulgaris, and in one 
this organism was cultured from the blood stream. The patient 
with peritonitis eventually recovered, and the one with pneu- 
monia died with multiple staphylococcic abscesses throughout 
his body. Prior to therapy, all 34 strains of staphylococci were 
highly sensitive to erythromycin and were resistant to peni- 
cillin, chlortetracycline, and oxytetracycline. In one patient 
with chronic osteomyelitis of the spine, erythromycin-resistant 
organisms developed after six weeks of therapy. However, in 
three patients with soft tissue infections, the organisms re- 





Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medical Association.’’ Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge is 
made to members, but the fee for other borrowers is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of authors 
and can be obtained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted. 


MEDICAL LITERATURE ABSTRACTS 








J.A.M.A., Jan. 16, 1954 


mained sensitive after three weeks of therapy. In the other 
cases follow-up sensitivity tests were not possible. Erythro- 
mycin was well tolerated when given orally. Serum con- 
centrations of the antibiotic were remarkably high and well 
sustained. 


Vascular Headaches of Migraine Type.—To ascertain whether 
the cranial vascular functions of subjects with vascular head- 
ache are different from those of subjects without headache, 
cranial artery pulse wave contour records were obtained two 
to five times weekly on 40 subjects with vascular headaches 
of the migraine type. These were taken both during headache 
and in headache-free phases over a period of one to six 
months. Such records were contrasted with records similarly 
taken on 10 subjects who never or rarely had headaches. It 
became evident that even during headache-free phases the 
person subject to vascular headaches exhibits significantly 
greater variation in the contractile state of certain parts of 
the cranial vascular tree than does a person not subject to 
headache. The striking modifications in vascular function 
characteristic of the headache attack itself merely punctuate 
changes that more or less continuously exist in persons subject 
to vascular headache. The cranial arteries showed predomi- 
nantly distension and signs of edema. In the bulbar conjunc- 
tivas the arterioles, capillaries, and venules, examined by 
means of a slit lamp in the eyes of 20 subjects during head- 
ache attacks, exhibited on the headache side a greatly in- 
creased diameter and tortuosity. However, in contrast with 
analogous vessels on the contralateral side, the blood flow 
rate was reduced as much as fivefold. Tissues adjacent to 
painful and tender vascular structures were tender on palpa- 
tion. Nineteen spontaneous hematomas were observed in 11 
patients during 19 attacks of migraine. They were usually 
localized in the tissues adjacent to the frontal branch of the 
involved temporal artery and made their appearance 10 to 
60 hours after the onset of a severe headache attack. The 
hematomas were tender on palpation and ecchymotic in 
appearance and persisted for a few days to over a week. 
Subjects with headaches and who did not have hematomas 
were found to have a !owered threshold for deep pain about 
the extracranial arteries and adjacent tissues as an accom- 
paniment of the headache. Neither lowered threshold alone 
nor moderate vasodilatation, per se, caused headache, yet 
alteration in the contractile state of the cranial arteries was 
an essential requirement. Further, those persons subject to 
vascular headache exhibited a heightened variability in the 
contractile state of specific portions of the cranial vascular 
tree, which was especially notable during periods of frequent 
attacks. At such time, after a period of conspicuous variability 
in contractile state of cranial arteries, there followed a phase 
of vasoconstriction succeeded by dilatation, intramural vas- 
cular edema, and lowered pain threshold. Under these cir- 
cumstances, vasodilatation becomes painful, and the headache 
attack ensues. 


Periodic Disease.—Reimann says that in a previous publica- 
tion the name periodic disease was proposed to cover an 
assortment of disorders of unknown cause that have in com- 
mon short episodes of disease recurring over many years 
without affecting the general health. They were named accord- 
ing to their outstanding clinical feature, respectively, as 
periodic fever, periodic abdominalgia, periodic arthralgia, and 
periodic neutropenia. Certain cases of anaphylactoid (Schon- 
lein-Henoch) purpura and of angioneurotic (Quincke’s) edema 
were included with the new names of periodic purpura and 
periodic edema, but the place of periodic paralysis, the cyclic 
vomiting of children, and others was uncertain. After a re- 
view of the subject was published, new cases of the types 
already described, some of them with unusual features, and 
examples of other recurrent disorders came to Reimann’s 
attention. They were collected from correspondence with phy- 
sicians, from published reports, and from letters and _ visits 
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from patients who read a comment about this subject in a 
popular periodical. This paper describes further observations 
on previously described cases and therapeutic attempts. A 
number of examples of recurrent dermal, respiratory, and 
neurological disorders and periodic sialorrhea were added to 
the list. No progress was made in discovering the cause of 
periodic disease, which seems to represent an inherent rhythm 
that provokes disturbances of widely different organs or sys- 
tems. Familial tendencies to homologous periodic disorders 
were noted. In other cases, the symptoms shifted from one 
system to another. Arthralgia replaced, coincided, or alternated 
with abdominalgia; stethalgia changed to abdominalgia. Except 
for symptomatic relief produced by salicylate compounds in 
some patients, therapy usually is unsuccessful. Suppression of 
episodes was reported in one case by the use of paraamino- 
benzoic acid. Corticotropin gave temporary relief from symp- 
toms in a case of periodic purpura but had no effect on periodic 
abdominalgia. Cortisone in one case suppressed periodic fever 
for three months after therapy was stopped. The symptoms 
in several patients with periodic neutropenia were relieved 
after splenectomy, but the neutropenic rhythm was unchanged. 


A.M.A. Arch. Otolaryngology, Chicago 
58:377-520 (Oct.) 1953 


Techniques for Study of Cochiear Function and Pathology in Experi- 
mental Animals: Development of Anatomical Frequency Scale for Cat. 
H. F. Schuknecht.—p. 377. 

Ultrasonics and Otosclerosis: New Concept of Its Origin. Z. Angeluscheff 
and L. L. Coleman.—p. 398. 

Repair of Central Perforations of Tympanic Membrane. E. L. Derlacki. 
—p. 405. 

Laryngectomized Speech. H. E. Rickenberg.—p. 421. 

Importance of Bacteriology in Ear Infections. W. K. Wright and F. R. 
Guilford.—p. 425. 

Congenital Atresia of Posterior Nares. M. C. Baker.—p. 431. 

Teratoma of Larynx. L. F. Johnson and M. S. Strong.—p. 435. 

Fibrosarcoma of Larynx. G. K. Dwyer.—p. 442. 

Bronchoesophagology. F. J. Putney, J. J. O’Keefe, L. W. McStravog and 
W. H. Baltzel.—p. 448. 


A.M.A. Arch. of Pathology, Chicago 


§6:333-436 (Oct.) 1953 

Effect of Hypervitaminosis A on Testes of Rat. C. L. Maddock, J. Cohen 
and S. B. Wolbach.—p. 333. 

*Germinal Nature of Teratoid Tumors of Thymus. W. S. Pugsley and 
R. L. Carleton.—p. 341. 

Necrotizing Nephrosis in Rat Following Administration of Carbon 
Tetrachloride. R. B. Jennings and W. M. Kearns Jr.—p. 348. 

Histochemical Studies in Cytomegalic Inclusion Disease. J. Dyckman 
and J. Bellamy.—p. 360. 

Rhabdomyosarcoma of Vulva and Vagina. W. B. Ober, R. E. Palmer and 
F. J. Glassy.—p. 364. 

Inhibition of Maturation of Duck Erythrocytes by Sodium Selenite: 
Counteraction of This Effect by Cysteine. R. H. Rigdon, G. Crass and 
K. P. McConnell.—p. 374. 

Free Cysts of Peritoneal Space: Report of Four Examples Disclosed at 
Operation or Autopsy. C. G. Tedeschi and M. M. Helpern.—p. 386. 

Coexisting Congenital Stenoses of Aortic and Pulmonic Ostia. G. W. 
Richter.—p. 392. 

Pathology of Epidemic Typhus: Report of Fatal Cases Studied by United 
States of America Typhus Commission in Cairo, Egypt, During 1943- 
1945, Prepared by the Committee on Pathology Division of Medical 
Sciences, National Research Council with Collaboration of Armed 
Forces Institute of Pathology.—p. 397. 


Germinal Nature of Teratoid Tumors of Thymus.—In two 
patients who died of teratoid tumors of the mediastinum, the 
primary tumor was found in the region of the thymus. The 
first of the two patients, a boy of 16, died of metastases from 
a teratocarcinoma of the mediastinum. By multiple block 
serial sectioning of the testes a gonadal primary tumor was 
excluded, and the mediastinal growth was found to originate 
in, or adjacent to, the thymus. Although the presence of 
trophoblastic tissue characterized both the primary tumor and 
the metastases, a nodule of germinomatous tissue was found 
in immediate proximity to thymic tissue. The second patient 
was a man of 37 who died with generalized chorioepitheli- 
omatosis apparently originating in the mediastinum. The testes 
Were eliminated, as a possible primary site by the multiple 
block technique. The presumably primary mediastinal growth 
arose in, or adjacent to, the thymus. These two cases prove 
that certain mediastinal teratoid tumors are of extragenital 
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origin, that they may arise in the thymus, and that the tera- 
tomas and chorioepitheliomas of the thymus may evolve, as 
in the comparable tumors of the testis, from a tumor of 
primordial germ cells. 


American Journal of Ophthalmology, Chicago 
36:1189-1332 (Sept.) 1953. Partial Index 


Subhyaloid Hemorrhage Following Subarachnoid Hemorrhage: Report of 
Two Cases. F. C. Cordes.—p. 1192. 

Metastatic Malignant Melanoma of Uvea: Case Report. D. Vail.—p. 1199. 

Intraocular Biopsy: An Evaluation. T. E. Sanders.—p. 1204 

Foveal Co-Ordination. A. D. Ruedemann.—p. 1220. 

Technique for Total Biopsy of Neoplasms of Iris: Report of Case of 
Excision of Leiomyoma. D. B. Kirby.—p. 12235. 

Reading Difficulty (Paralexia) from Impairment of Visuo-Oculogyric 
Adjustment. D. J. Lyle.—p. 1234. 

Present Concepts of Surgery of Superior Oblique Muscle. W. P. McGuire 
—p. 1237. 

Senile Changes in Crystalline Lens: What Is the Proportion of Real 
Senile Cataracts in Old Patients on Whom Lens-Extraction Operation 
is Performed? M. E. Alvaro.—p. 1241. 

Observations Concerning Cataract Surgery. E. L. Goar.—p. 1245. 

Use of Peritoneum as Substitute for Conjunctiva in Plastic Surgery: 
Preliminary Report. J. H. Allen.—p. 1249. 

Iridectomy for Drawn-Up Pupil. P. A. Chandler.—p. 1253. 

Akinesia of Orbicularis. W. S. Atkinson.—p. 1255. 

Prevention of Infection in Ophthalmic Surgery: Protection of Instruments 
from Dust-Borne Contamination and Sterilization of Certain Solutions 
by Ultraviolet Radiation. M. H. Post.—p. 1258. 

Bilateral External Rectus Paralysis with Bilateral Muscle Transplantation 
R. S. Riffenburgh.—p. 1265. 

Tendon-Transplanting Operation. H. R. Hildreth.—p. 1267. 

Hypertensive Response of Human Eye to Anterior Chamber Puncture. 
P. C. Kronfeld.—p. 1271. 

Variations in Normal Human Corneal Endothelium: Preliminary Report 
of Pathologic Human Corneal Endothelium. A. R. Irvine and A. R. 
Irvine Jr.—p. 1279. 

Malignant Exophthalmos. A. E. Braley.—p. 1286. 


American Journal of Public Health, New York 


43:1077-1246 (Sept.) 1953 

Great Pioneers of Public Health in America 1610-1925. W. G. Smillie. 
—p. 1077. 

Observations on Outbreak of Infectious Hepatitis in Baltimore During 
1951. A. M. Lilienfeld, 1. D. J. Bross and P. E. Sartwell.—p. 1085, 

*Epidemiology of Viral Hepatitis A. J. Stokes Jr.—p. 1097. 

Administrative Problems in Use of Poliomyelitis Immune Globulin. 
J. Ipsen Jr.—p. 1101. 

Use of Tergitol-7 Triphenyl Tetrazolium Chloride Agar as Coliform 
Confirmatory Medium in Routine Sanitary Water Analysis. W. L. Kulp, 
C. Mascoli and O. Tavshanjian.—p. 1111. 

Team Approach to Better Environment: Relation of City Planning to 
Public Health. A. Cousineau.—p. 1114. 

Id.: Health Department Role. E. R. Krumbiegel.—p. 1119. 

A Servico in Action. H. W. Lundy.—p. 11235. 

Educational Program for Nursing Supervisors in Maternity Hospitals: 
Physician’s Standpoint. G. M. Byington.—p. 1129. 

Id.: Nurse’s Standpoint. I. Nelson.—p. 1132. 

Role of Medical Record Librarian in Public Health Statistics: Summary 
of Panel Discussion. W. Haenszel.—p. 1135. 

Investigating Narcotic Addiction in School Children. H. Jacobziner. 
—p. 1138. 

Method for Evaluating Effectiveness of Health Education Literature. 
B. G. Greenberg, M. E. Harris, C. F. MacKinnon and S. S. Chipman. 
—p. 1147. 

Rehabilitation Program for Dentally Physically Handicapped Child. 
A. Bushel and D. B. Ast.—p. 1156. 

Statistical Analysis as Basis for Control in Fee-for-Service Plans. C. A. 
Metzner, S. J. Axelrod and J. H. Sloss.—p. 1162. 


Epidemiology of Viral Hepatitis A.—From Jan. 1, 1946, to 
Nov. 7, 1948, jaundice developed in 42 of 144 of the new 
student nurses soon afiler they were admitted to a Chicago 
orphanage for training. The injection of Red Cross gamma 
globulin, 0.06 ml. per pound of body weight, in all new stu- 
dent nurses was instituted as a palliative and diagnostic meas- 
ure one to one and one-half months of their admission after 
Nov. 7, 1948. For the succeeding 10 months up to Sept. 1, 
1949, no jaundice occurred in the 36 nurses admitted during 
this period, except in one who received the globulin only two 
days preceding the onset. In her, jaundice confirmed the con- 


tinuing endemic nature of the disease. Liver function tests 


revealed over 40 infants and children with evidence of hepatitis 


without jaundice—only one case of jaundice—in the last six 
months of 1949. In order to obtain further information and 
to eradicate the source of the endemic disease, injections of 
globulin were stopped on Sept. 1, 1949, and 20 new student 
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nurses were admitted. Within two months of their admission, 
hepatitis developed in nine. Six of these had jaundice, while 
of 35 student nurses injected 10 months before, only 1 con- 
tracted jaundice. Stool preparations from two children with 
symptoms and positive reactions to liver function tests char- 
acteristic of hepatitis without jaundice for 5 and 15 months, 
respectively, were administered orally to two groups of volun- 
teers. In each group one volunteer contracted hepatitis with 
jaundice, each with a short incubation period of a little over 
20 days, thus demonstrating the presence of at least two 
chronically active cases of hepatitis A or of intestinal carriers 
of this disease. Investigation of sources revealed a lack of 
proper techniques of the nurses in washing their hands be- 
tween changing diapers. When instructions on such techniques 
were faithfully followed, no jaundice was contracted. No cases 
occurred from December, 1949, to the present, despite the dis- 
continuance of gamma globulin and a full admission rate for 
student nurses. This striking outbreak strongly supports the 
following epidemiological points: 1. Hepatitis A has a fecal- 
oral type of spread, whether endemic or epidemic, and this 
includes water, food, and milk-borne epidemics. 2. Epidemics 
of hepatitis A have a mean incubation period of 20 to 35 
days. 3. Chronically active cases may develop, and the patient 
may carry hepatitis virus A in his stools as demonstrated at 
the Chicago orphanage. 4. Gamma globulin in doses as small 
as 0.01 ml. per pound of body weight is effective at least as 
a temporary protective agent against hepatitis A and will 
stop the occurrence of hepatitis A in exposed persons who 
are injected more than about seven days before the expected 
time of onset. The passive immunity in many cases, as appar- 
ent in a considerable portion of the 35 nurses injected, may 
be changed into a passive-active immunity if the person in- 
jected with globulin continues at risk during his waning, pas- 
sive immunity. 5. The severity of hepatitis A in general is 
reciprocally related to age, particularly in the youngest age 
groups between birth and four years when jaundice is a rare 
complication, as clearly demonstrated in the Chicago orphan- 
age. The skin test recently developed for hepatitis A suggests 
the possibility that A may be a virus of uniform antigenic 
properties (similar to measles or mumps viruses) that produces 
permanent immunity. 


American Review of Tuberculosis, New York 


68:505-666 (Oct.) 1953 


*Scalene Node Biopsy. L. M. Shefts, A. A. Terrill and H. Swindell. 
—p. 505. 

Study of Effects of Isoniazid on Emotions of Tuberculous Patients. T. H. 
Lorenz, G. Calden and J. L. Ousley.—p. 523. 

Isoniazid and Isoniazid-Para-Aminosalicylic Acid in Treatment of Tu- 
berculous Sinuses and Fistulas. J. D. Murphy and T. Okano.—p. 535. 

Effects of an Intermittent Dosage Schedule of Viomycin on Renal Func- 
tion and on Plasma Electrolytes. J. H. Moyer, P. O. Jones, R. V. 
Ford and others.—p. 541. 

Virulence of Tubercle Bacilli Recovered from Patients Treated with 
Isoniazid. W. Steenken Jr. and E. Wolinsky.—p. 548. 

Certain Nonpathogenic Mycobacteria as Source of Error in Diagnosis and 
Drug-Susceptibility Tests. D. Yegian and V. Budd.—p. 557. 

Studies on Mode of Action of Lysozyme on Mycobacteria. Q. N. Myrvik, 
R. S. Weiser and M. C. Kelly.—p. 564. 

Effect of Combined Therapy with Isoniazid and Streptomycin on Experi- 
mental Tuberculosis of Guinea Pigs. A. G. Karlson and W. H. Feld- 
man.—p. 575. 

Use of Guinea Pig Omentum as an Index of Effectiveness of Anti- 
microbials in Experimental Tuberculosis. E. S. Han, R. G. Kelly and 
C. E. Woodruff.—p. 583. 

Serum Glycoprotein Concentrations in Experimental Tuberculosis of 
Guinea Pigs. H. E. Weimer and J. R. Moshin.—p. 594, 

Diffuse Interstitial Fibrosis of Lungs. M. M. Schechter.—p. 603. 

Coexistent Pulmonary Tuberculosis and Systemic Blastomycosis: Report 
of Case Successfully Treated with Streptomycin, Para-Aminosalicylic 
Acid, and Stilbamidine. T. C. Black and H. M. Wilson.—p. 615. 


Scalene Node Biopsy.—Since the lymph nodes anterior to the 
scalenus anticus muscle are connected to the mediastinal nodes, 
scalene node biopsy is indicated in certain cases of intra- 
thoracic disease in which it is advisable to know the contents 
of the mediastinal nodes. The biopsy is a simple operation, 
performed with the patient under local anesthesia, that avoids 
entrance of the thorax. Two hundred five biopsies, 17 of 
which were done bilaterally, were performed on 187 patients 
in whom a diagnosis had not been indicated by any previously 
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applied nonsurgical method in general use. In 67 (35.8%) of 
the patients, there was evidence of intrathoracic disease; 
Boeck’s sarcoid was present in 38, bronchogenic carcinoma 
in 13 (9 undifferentiated and 4 adenocarcinoma), tuberculosis 
in 8, lymphosarcoma in 2, Hodgkin’s disease in 2, histoplas- 
mosis in 1, and metastases to the lung in 3 (carcinoma of the 
pancreas and cervix and hypernephroma). 


Angiology, Baltimore 


4:397-456 (Oct.) 1953 


Use of Dioxyline Phosphate in Peripheral Vascular Disorders. R. A, 
Deterling Jr.—p. 397. 

Incidence of Palpable Radial, Ulnar and Temporal Pulsations in 1,000 
Individuals. J. J. Silverman and M. Trudeau.—p. 406. 

Intra-Aortic Procaine Injection in Aortography. W. E. Goodwin and 
R. C. Walter.—p. 410. 

Sequelae of Thrombophlebitis. J. C. Luke.—p. 413. 

Use of Gelfoam for Support as Well as Hemostasis in Vascular Surgery, 
E. S. Hurwitt.—p. 418. 

Coarctation of Abdominal Aorta—Graft of Preserved Aorta. A. R. Alba- 
nese and A. A. Lazzarini.—p. 429. 

Some Factors Influencing “‘Pulmonary Capillary” Pressure Curves Obtained 
by Means of Cardiac Catheter. F. D. Gray Jr. and F. G. Gray.—p. 436, 

Ballistocardiographic Findings in Case of Coarctation of Aorta with 
Bicuspid Aortic Valve and Aortic Insufficiency. M. Rodstein, B. Burack 
and D. Young.—p. 446. 


Annals of Internal Medicine, Lancaster, Pa. 


39:675-990 (Oct.) 1953 

Aseptic Meningitis, a Disease of Diverse Etiology: Clinical and Etiologlo 
Studies on 854 Cases. C. V. Adair, R. L. Gauld and J. E. Smadel. 
—p. 675. 

*Relationship of Adiposity to Serum Cholesterol and Lipoprotein Levels 
and Their Modification by Dietary Means. W. J. Walker.—p. 705. 

Management of Cerebral Vascular Accidents. J. M. Nielsen.—p. 717. 

Treatment of Hemochromatosis by Massive Venesection. W. D. Davis Jr. 
and W. R. Arrowsmith.—p. 723. 

*Intra-Articular Hydrocortisone in Treatment of Arthritis. J. L. Hollander 
—p. 735. 

Gastroduodenal Hemorrhage: Difficulties in Recognition of Lesions at 
Operation by Palpation and Inspection. E. M. Rappaport.—p. 747. 
Rheumatism and Arthritis: Review of American and English Literature 
of Recent Years; (Tenth Rheumatism Review): Part II. W. D. Robin- 

son, E. W. Boland, J. J. Bunim and others.—p. 757. 


Relationship of Adiposity to Serum Cholesterol and Lipopro- 
tein Levels.—The relationship between the degree of obesity 
and levels of serum cholesterol and lipoproteins was studied 
in 465 men and 535 women between the ages of 30 and 60 
years selected at random and thus presenting a cross section 
of the American population and presumably eating a repre- 
sentative American diet. Using Metropolitan Life Insurance 
tables as an index, the expected normal weight for height was 
recorded and the per cent of deviation from normal calculated. 
Weight deviation then was charted against calculated mean 
cholesterol levels and against calculated mean S; 12-20 lipo- 
protein fraction levels. Results indicated that there is in general 
a direct relationship between state of nutrition and level of 
S: 12-20 lipoprotein and a definite, though less pronounced 
correlation with serum cholesterol. This relationship is more 
pronounced in men than in women. Premenopausal women 
seem to have lower serum cholesterol and S- 12-20 levels 
than men of comparable age and state of nutrition or than 
postmenopausal women. The influence of weight loss on the 
serum cholesterol and several classes of lipoproteins then was 
investigated in 11 women and 28 men between the ages of 29 
and 68, most of whom were on a diet low in cholesterol be- 
cause of known cardiovascular disease. With the onset of 
caloric restriction, they were given a diet containing approxi- 
mately 1,000 calories, with 100 gm. of protein, 20 gm. of fat, 
and 100 gm. of carbohydrate; this included the mandatory 
daily ingestion of two eggs to insure an intake of at least 600 
mg. cholesterol in addition to that usually contained in such 
a reducing diet. They were thus on a diet containing more 
than their accustomed cholesterol intake, and most of them 
lost weight rapidly enough to ensure the metabolism of con- 
siderable endogenous fat. During the weight maintenance 
period that followed, the caloric intake was liberalized in- 
dividually by additions to the carbohydrate and protein com- 
ponents of the diet. Determinations of total serum cholesterol, 
S: 12-20, St 21-35, Se 35-100 lipoprotein were made before 
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starting the dietary regimen, at two or three week intervals 
during the weight losing period, and at one to two month 
intervals after the weight had become stabilized at a lower 
jevel. Results indicated that weight reduction without dietary 
cholesterol restriction is associated with significant reduction 
of the serum S¢ 12-20, St 21-35, and Sr 35-100 levels in patients 
whose initial levels were elevated. There was a less significant 
fall in total serum cholesterol levels. The results of the 
guthor’s study do not conclusively exclude dietary fat or 
cholesterol as important causal factors in the genesis of athero- 
sclerosis, but they do suggest that in humans total caloric 
intake may be a much more important factor. If, as seems 
likely, elevated serum lipid levels contribute to the develop- 
ment of atherosclerosis, then weight reduction is proper treat- 
ment for this disease. At present it is probably the most effec- 
tive preventive and therapeutic measure available. 


Hydrocortisone Given Intra-Articularly for Arthritis.—A total 
of 8,693 intrasynovial injections of hydrocortisone were given 
to 852 patients with various rheumatic diseases. The knee joint 
was easily injected from the medial side, just dorsal to the 
patella; aspiration of the ankle joint was most readily per- 
formed from an anteromedial approach; the elbow joint was 
usually injected laterally, the shoulder joint anteriorly, the 
wrist and finger joints dorsally, and the hip anterolaterally. 
Arthritis of spinal joints is not amenable to this form of 
therapy for anatomic reasons. For hydrocortisone to be effec- 
tive locally, it is imperative that it be injected into, but not 
near, the synovial space where it can bathe the entire inflamed 
surface. Of the 852 patients, 710 (83%) obtained demonstrable 
local improvement persisting for from three days to many 
weeks, with gradual relapse of the local inflammation to its 
pretreatment state. Repeated injections into the same joint at 
~ varying intervals reproduced, or sometimes even exceeded, 
the degree and duration of the initial alleviation. Occasional 
loss of beneficial effect after succeeding injections was ob- 
served also, but in less than 5% of the cases. Of 547 patients 
followed up for at least one year, 106 obtained lasting relief 
of symptoms and signs of the local inflammation for at least 
one year since last injected; 296 had temporary relief, but 
repeated injections maintained the relief for more than a year. 
In 142 (17%) therapy failed. Adverse effects were rare and 
nearly always mild and self-limited. It cannot be overem- 
phasized that this form of therapy is strictly for local palli- 
ation and is not a substitute for systemic therapy for any 
generalized rheumatic process. Intra-articular administration of 
hydrocortisone has proved a useful adjunct to general meas- 
ures in the management of rheumatoid arthritis, osteoarthritis, 
and gout, particularly when one or only a few joints are 
actively involved. For localized conditions, such as bursitis, 
traumatic arthritis, tennis elbow, and tenosynovitis such as 
“trigger finger,” hydrocortisone injections were successfully 
employed alone. 


California Medicine, San Francisco 


79:271-342 (Oct.) 1953 


Practical Applications of Paper Electrophoresis. T. H. Spaet.—p. 271. 

Management of Allergic Patients: Practical Considerations. R. A. Kern. 
—p. 274. 

Traumatic Pancreatitis. C. J. Berne and R. L. Walters.—p. 279. 

Treatment of Infectious Diseases: Advances in Use of Antimicrobial 
Drugs. H. C. Hinshaw.—p. 282. 

Radiological Aspects of “Collagen” Diseases. L. H. Garland and M. A. 
Sisson.—p. 284. 

Swallowed Foreign Bodies. B. H. Feder and G. G. Myers.—p. 293. 

Progressive Muscular Dystrophy: Preliminary Report on Treatment with 
Amino Acids, Folic Acid and Vitamins. J. R. Van Meter.—p. 297. 

*Veratrum Viride: Hypotensive and Cardiac Effects of Intravenous Use. 
S. R. Elek, J. D. McNair and G. C. Griffith—p. 300. 

Cardiovascular Disease Case Progress Index: Means of Aiding Research 
and Supplying Teaching Material. M. S. M. Watts, B. L. Lucia and 
N. C. Thomas.—p. 306. 

The General Practitioner in Industrial Medicine. O. R. Myers.—p. 309. 

Cardiovascular System in Acute Infectious Disease. I. Fine.—p. 311. 


Hypotensive and Cardiac Effects of Veratrum Viride—When 
Elek and associates began their studies with veratrum viride 
in the treatment of hypertension, the purified alkaloids of 
veratrum were not available; hence Veratrone was used. Vera- 
trone is an alcoholic solution of the mixed alkaloids of 
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veratrum viride, each cubic centimeter containing 2.5 mg. of 
the alkaloids. The dose was measured with a_ tuberculin 
syringe, diluted with isotonic sodium chloride solution to 1 
cc. and given intravenously in 2 to 3 minutes. Twenty-four 
patients (22 with hypotension and 2 with normal pressure) 
from 29 to 66 years of age were selected for study. All but 
three were men, and most of them had a history of essential 
hypertension of at least five years’ duration. Vasodepression 
of considerable but variable degree was obtained in all pa- 
tients. Maximum hypotension occurred 8 to 15 minutes after 
injection, and relative hypotension usually lasted at least two 
hours. In four patients, subnormal hypotension occurred, but 
there were no clinical manifestations of shock. The blood 
pressure rose promptly when pressor drugs were administered. 
A dose of 0.3 to 0.5 mg. brought about a satisfactory de- 
crease in blood pressure. The degree of decrease was affected 
by the speed of administration and in a few patients by idio- 
syncratic sensitivity to the drug. Veratrum viride has an extra- 
vagal action on the pulse rate, and in that and other respects 
it resembles digitalis. For this reason, great caution is neces- 
sary when a veratrum preparation is to be given to a patient 
who has been treated with digitalis. Atropine reduced, but 
did not abolish, the hypotensive effect of veratrum and was 
more effective when given before veratrum. This indicates that 
the parasympathomimetic action of veratrum is important in 
the mechanism of blood pressure reduction. The disease states 
most suitable for therapy with veratrum preparations would 
be those in which severe hypertension is the primary cause 
of the symptoms and may jeopardize the patient’s life. Such 
conditions are eclampsia, acute pulmonary edema or conges- 
tive heart failure, and severe or protracted headache due to 
hypertension. The recently reported observation that veratrum 
decreases the peripheral resistance in the cerebral blood ves- 
sels suggests the possible use of this drug in hypertensive 
encephalopathic conditions. 


Diseases of Chest, Chicago 
24:361-476 (Oct.) 1953 


*Control Study of Isoniazid: Factors Influencing Response of Pulmonary 
Tuberculosis to Chemotherapy. United States Public Health Service 
Cooperative Investigation.—p. 361. 

Use of Pulmonary Function Tests for Disability Appraisal: Including 
Evaluation Standards in Chronic Pulmonary Disease. H. L. Motley. 
—p. 378. 

Some Problems of Bronchospirometry Analysis of 1,000 Procedures. 
E. A. Gaensler.—p. 390. 

*Isonicotinic Acid Hydrazid (Rimifon) in Treatment of Tuberculosis. 
D. G. Alarcon and A. Rivas.—p. 407. 

Experimental Bacterial Endocarditis and Proliferative Glomerulonephritis: 
Description of Method of Production Utilizing Bilateral Lower Ex- 
tremity or Single Aorta-Vena Cava Arteriovenous Fistulas. C. W. 
Lillehei, J. D. Wargo and R. N. Hammerstrom.—p. 421. 

Angulation Roentgenograms in Obscure Lung Lesions: Standardized 
Technique. M. H. Sokoloff and J. J. Mendelsohn.—p. 445. 

Genesis of Good Teaching. G. E. Miller.—p. 452. 


Response of Pulmonary Tuberculosis to Chemotherapy.— 
The announcement early in 1952 of the remarkable results 
achieved in the first trials of isoniazid in tuberculous patients 
was followed by uncertainty among physicians how best to 
incorporate the new drug into current treatment programs. 
Their questions were whether isoniazid was as effective as 
streptomycin plus p-aminosalicylic acid (PAS) and how fre- 
quently they could expect results similar to those obtained 
in the pilot trials. To meet this need, the U. S. Public Health 
Service in April, 1952, invited physicians in 22 tuberculosis 
hospitals to undertake a large scale control study of isoniazid. 
This report gives preliminary findings on the first 583 strep- 
tomycin-sensitive patients who completed 40 weeks of treat- 
ment. Comparison of the results in three randomly selected 
regimen groups shows isoniazid plus streptomycin to be slightly 
superior to the other two regimens, isoniazid alone and strepto- 
mycin plus p-aminosalicylic acid, which were approximately 
equal. The similarity of the results of the three regimens and 
the fact that only about half of each group showed significant 
improvement in the roentgenograms during treatment led to 
an examination of other factors that might influence the re- 
sponse to chemotherapy. The frequency of significant roent- 
genologic improvement has been examined in relation to the 
age, race, and sex of the patients and the stage, extent, and 
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duration of the disease. Preliminary analysis indicates that in 
this group of patients the age of the patient, the duration of 
the disease, and whether one or both lungs were involved 
were the factors most closely associated with roentgenologic 
improvement. The younger the patient and the more recent his 
disease, the greater the probability of improvement during 
treatment. Disease in only one lung improved more frequently 
than bilateral disease. 


Isoniazid in Treatment of Tuberculosis.—Following reports 
on the effectiveness of isoniazid (isonicotinic acid hydrazide) 
in the treatment of tuberculosis, a clinical trial was instituted 
at the San Angel Sanatorium in Mexico City. Beginning in 
March, 1952, a series of 13 hospitalized and 12 ambulatory 
patients were given isoniazid (Rimifon), and the results were 
evaluated at the end of a 90 day period. It was found that the 
drug is almost nontoxic at a daily dose of 4 mg. per kilogram 
of body weight. Further clinical observations in one patient 
taking a routine dosage of 8 mg. per kilogram of body weight 
for a period longer than 90 days seem to indicate that the 
drug is also well tolerated on this higher dosage schedule. 
The drug produced a euphoric effect. In the hospitalized group, 
symptomatic response in the majority of patients was excel- 
lent as evidenced by increase in appetite, gain in weight, 
tendency toward normal temperature, diminished cough, and 
improved character of the sputum. In only 5 of the 12 hos- 
pitalized patients with positive sputum cultures at the begin- 
ning of therapy were consistently negative cultures obtained 
by the end of the treatment period. Roentgenologic changes 
were slow to develop in the few patients in which they were 
evident. The films taken at the end of 90 days of treatment 
showed beginning changes in some of the patients not previ- 
ously exhibiting improvement. Some patients failed to respond 
to the drug. There is the possibility of a correlation between 
failure to respond to isoniazid and a previous history of 
resistance to chemically related drugs such as the thiosemi- 
carbazones. The results in the ambulatory patients were less 
satisfactory indicating the need for bed rest and an adequately 
controlled regimen. In evaluating these results, it should be 
considered that the hospitalized patients had not responded 
to any other procedures and were critically ill at the time 
treatment was started. Four of the patients were practically 
moribund, and in three of these the drug proved to be life- 
saving. The fourth patient responded initially but then re- 
gressed. It was felt that the drug prolonged her life about 
four months. 


Georgia Medical Association Journal, Atlanta 


42:436-472 (Oct.) 1953 


Some Recent Advances in Hematology. C. C. Sturgis.—p. 445. 

Carcinoma of the Stomach. A. Ochsner.—p. 450. 

*Therapeutic Response of Surgical Resection in Pulmonary Tuberculosis: 
Study of 100 Cases. W. E. Van Fleit, O. A. Abbott and W. A. 
Hopkins.—p. 455. 

Some Methods That Have Proved Useful in Beginning of Psychotherapy 
with Neurotic Patients. J. Warkentin.—p. 459. 

Pre- and Post-Operative Management One-Stage Total Adrenalectomy: 
Report of Four Cases. T. A. McGoldrick Jr.—p. 461. 

Surgical Correction of Achalasia of Esophagus in Infants. R. King. 
—p. 466. 


Surgical Resection in Pulmonary Tuberculosis——Pulmonary 
resection was carried out in 81 male and 19 female patients 
between the ages of 7 and 70 with pulmonary tuberculosis. 
Of the 100 patients, 30 underwent early elective resection as 
the primary therapeutic measure, while the remaining 70 pa- 
tients had lesions resected after failure to respond to other 
accepted forms of treatment. The indications for resection 
were bronchiectasis in 6 patients, nodular conglomerate lesions 
with irreparable parenchymal changes and with cavities in 32 
or without cavities in 40, thoracoplasty failures in 5, tuber- 
culoma in 5, suspected neoplasm in 9, and large blocked 
cavities in 3. Preoperative preparation consisted of bed rest 
and antibiotic therapy. Despite preparatory therapy, 64 patients 
had persistently positive sputum in the immediate preopera- 
tive period. The types of surgical resections used were total 
pneumonectomy in 17 patients, lobectomy in 77, segmental 
resection in 25, and subsegmental or partial segmental (wedge) 
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resection in 14. This made a total of 133 resections in the 
100 patients; one patient had bilateral lower lobectomies per. 
formed in stages for tuberculous bronchiectasis. Some form 
of postresection collapse therapy was instituted in 60 patients, 
43 of whom had small tailoring thoracoplasties after lobectomy, 
Twenty-two surgical complications, such as wound infection, 
pulmonary infarction, coagulated hemothorax, bronchopleural 
fistula, and atelectasis, occurred in 19 patients. Inadequate pre- 
operative chemotherapy, bacterial resistance to chemotherapy, 
and active endobronchial disease played a major part in the 
production of bronchopleural fistula. Importance of early 
recognition and treatment of this most serious tuberculous 
complication is stressed. There were five deaths; two of these 
occurred within 30 days of surgical resection (an operative 
mortality rate of 2%) in patients with massive contralateral 
atelectasis and severe cardiac arrhythmia; two late deaths from 
uncontrolled tuberculosis in the presence of bronchopleural 
fistula occurred on the 44th postoperative day and during the 
44th postoperative month; and the fifth death was a result of 
concomitant contralateral bronchogenic carcinoma and oc- 
curred during the 11th postoperative month. Of the 95 sur- 
vivors, 46 made a full clinical recovery; that is, the patients’ 
sputums were bacteriologically negative for at least 24 months 
and their physical activity was unrestricted. Thirty-four patients 
made an apparent clinical recovery with sputums being bacteri- 
ologically negative for 12 months and with unrestricted physi- 
cal activity. Of the remaining 15 patients still under treatment, 
10 had negative sputums and 5 had positive sputums. Thus 
90% of the patients had achieved sputum conversion. 


Geriatrics, Minneapolis 
8:527-574 (Oct.) 1953 

*Plastic Surgical Repair of Chronic Leg Ulcers. P. W. Greeley.—p. 527 

Prevention of Arteriosclerosis. C. Moses.—p. 534. 

Pinning Hip Fractures in the Aged. H. E. Hipps.—p. 545. 

Radiation Therapy for Bronchogenic Carcinoma. H. F. Hare, C. R. 
Souders, M. Cote and others.—p. 552. 

Personality Reactions to ACTH and Related Substance. P. A. Draper. 
—p. 557. 


Plastic Repair of Chronic Leg Ulcers.—According to Greeley 
chronic ulcers of the lower extremity fail to heal because of 
poor blood supply in an area in which basic circulation is 
comparatively deficient even under normal conditions. Any 
crural ulcer that has remained open for a long time becomes 
fibrotic; this in turn interferes further with already damaged 
circulation. Consequently, before any local reconstructive 
measures can be undertaken, study of the underlying circula- 
tion must be made and these factors corrected first. This 
paper is concerned with the management of chronic ulcers of 
the lower extremity that follow burns and avulsions, com- 
pound fractures, varicose, postphlebitic, and arteriosclerotic 
ulcers, radiation injuries, and carcinoma. Treatment of chronic 
leg ulcers consists of wide excision, after which the resulting 
surgical defect is covered. Not all types of skin grafts are 
suitable for covering chronic open wounds of the lower ex- 
tremity. Pinch grafts give a poor surface covering. Full thick- 
ness skin grafts cannot be expected to grow. Consequently 
the split thickness skin graft is usually used and some type 
of pedicle flap, when skin with its subcutaneous fat pad is 
needed. In burns and avulsions and in ulcers associated with 
compound fractures, split thickness skin grafts are usually 
satisfactory. In varicose ulcers, local treatment must be pre- 
ceded by eliminating the varicosities by ligation, stripping, or 
a combination of both. The leg should be elevated to reduce 
the edema. Lumbar sympathectomy may aid in selected cases. 
Testing the circulation of the lower extremity with lumbar 
block and lumbar sympathectomy, if circulatory improvement 
follows block, is particularly advisable in postphlebitic ulcers. 
Preliminary sympathectomy is helpful also in nearly all pa- 
tients with arteriosclerotic ulcers. Radiation injuries are often 
associated with severe pain and itching and may ultimately 
degenerate into squamous cell carcinoma. The only method 
of treatment is wide excision through a level of good blood 
supply in unirradiated tissues. The resulting surgical wound 
is then covered with either a split thickness skin graft or 
pedicle flap. 
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Jowa State Medical Society Journal, Des Moines 
43:443-488 (Nov.) 1953 


SYMPOSIUM ON THORACIC CARDIOVASCULAR SURGERY 
AT THE STATE UNIVERSITY OF IOWA 


I. Medical and Physiological Evaluation. J. W. Culbertson and G. N. 
Bedell.—p. 443. 

II. Roentgenologic Evaluation. E. F. Van Epps.—p. 451. 

Ill. Surgical Treatment of Tetralogy of Fallot, Patent Ductus Arterio- 
sus, Coarctation of Aorta, Mitral Stenosis, and Constrictive Peri- 
carditis. J. L. Ehrenhaft.—p. 455. 

Psychiatric Aspects of Geriatrics. W. Malamud.—p. 461. 


J. Am. Geriatrics Society, Baltimore 
1:597-669 (Sept.) 1953 


Intraventricular and Intracerebral Hemorrhage as Factors in Fatal Termi- 
nation of Ruptured Intracranial Aneurysms. R. K. Thompson, W. H. 
Mosberg Jr. and L. O. J. Manganiello.—p. 597. 

Old Age and the Vices. R. L. Cecil.—p. 604. 

Adrenal Cortical Failure. L. J. Soffer and J. L. Gabrilove.—p. 609. 

Management of Respiratory Infections in Older Patients with Bronchial 
Asthma and Pulmonary Emphysema. A. L. Barach.—p. 616. 

Differential Diagnosis of Wheezing Respiration. L. H. Clerf.—p. 623. 

*Present Status of Peripheral Neurectomy for Pain in Obliterative Arterial 
Disease. A. Blain III, N. A. Flores and F. Gerbasi.—p. 627. 

Treatment of Acute Perforations of Gastric and Duodenal Ulcers. 
P. Banzet.—p. 633. 

Primary Resection of Colon for Carcinoma. C. B. Ripstein.—p. 639. 

Results in Treatment in Cancer of Breast. E. K. Robinson.—p. 642. 

Anesthesia in Older Age Group. J. E. Osborn.—p. 648. 

Rationale of Immediate Fixation of Fractures About the Hip in Elderly 
Patients. D. M. Bosworth and J. W. Fielding.—p. 653. 

Oral Metrazol Therapy in Psychoses with Cerebral Arteriosclerosis. 
T. C. C, Fong.—p. 662. 

Sympathetic Ophthalmia. H. H. Joy.—p. 665. 


Peripheral Neurectomy.—When conservative therapy and sym- 
pathectomy fail to relieve pain in the extremities caused by 
arteriosclerosis obliterans or thromboangiitis obliterans, pe- 
ripheral neurectomy should be considered before amputation 
is decided on. Peripheral neurectomy relieves pretrophic and 
trophic rest pain or “intractable pain” by interrupting afferent 
sensory fibers that carry painful stimuli via spinal nerves. 
Unfortunately, the vasodilatation afforded by this method is 
only temporary. Results of this operation in relieving pain 
and saving limbs are superior in thromboangiitis obliterans 
and disappointing in arteriosclerosis obliterans. 


Journal Clin. Endocrin. & Metab., Springfield, Ill. 
13:1157-1304 (Oct.) 1953 


Studies in Nephrosis: Chemical Corticoids, Salt-Retaining Factor, and 
Effect of ACTH. M. F. McCall and B. Singer.—p. 1157. 

Studies on Adrenocortical Function in Relation to Nephrotic Syndrome. 
E. B. Farnsworth.—p. 1169. 

Changes in Serum Vitamin A Level During Human Menstrual Cycle. 
P. A. Laurence and A. E. Sobel.—p. 1192. 

Absorption of Corticoids and Related Steroids from Subcutaneously 
Implanted Pellets in Guinea Pig. F. Fuenzalida and A. Lipschutz. 
—p. 1201. 

Paper Chromatography of Pregnanediol and Related Compounds. H. S. 
Bloch, B. Zimmermann and S. L. Cohen.—p. 1206. 

Conversion of Intravenously Administered Progesterone to Pregnanediol 
in Human Female. I. Rothchild.—p. 1213. 

Comparison of Effects of Epinephrine and Nor-Epinephrine on Circulating 
Eosinophils. A. Bisso.—p. 1226. 

*Evolution of Nodular Goiter. S. Taylor.—p. 1232. 

Sexual Precocity in 5-Year-Old Boy with Interstitial-Cell Tumor of Testis. 
R. Hertz, M. I. Cohen, L. G. Lewis and H. I. Firminger.—p. 1248. 
An Unusual Ovarian Tumor Containing Leydig Cells But Associated with 
Endometrial Hyperplasia in Postmenopausal Woman. R. E. Scully. 

—p. 1254. 

Idiopathic Hypoparathyroidism and Chronic Adrenal Insufficiency: Case 

Report. E. Leifer and W. Hollander Jr.—p. 1264. 


Evolution of Nodular Goiter.—Simple goiter occurs sporadi- 
cally all over the world and in the form of endemic goiter 
affects millions of persons in every continent. Simple goiter 
almost inevitably progresses to the nodular form. Nodular 
goiter may become the seat of hyperthyroidism. When this 
occurs, the clinical picture is different from that seen in the 
younger patient with the non-nodular gland of Graves’ dis- 
ease. Finally, the possible association of thyroid cancer with 
nodular goiter makes a study of the latter mandatory. This 
investigation started with an attempt to calculate more accu- 
rately the amount of irradiation received by the thyroid when 
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radioactive iodine is administered therapeutically. Patients with 
nontoxic goiter who were to undergo thyroidectomy were 
given a tracer dose of radioactive iodine (100 uc of I'**), and, 
after operation, autoradiographs were prepared from sections 
made through whole lobes. More than 60 thyroid glands were 
investigated by means of radioactive iodine. In young patients 
from an area of endemic goiter, there was an increase in 
iodine uptake, which was uniform throughout the gland. In 
older patients the iodine uptake was confined to discrete areas 
made up of uniformly small follicles. Rarely, there was only 
a single area of hyperactivity. All areas of hyperactivity pro- 
gressed to a stage of central hemorrhage and necrosis, losing 
their capacity to take up iodine. Fresh areas of activity then 
appeared. Multinodular goiters represented the continued repe- 
tition of this process. 


Journal of Clinical Nutrition, Allentown, Pa. 
1:1-90 (Sept.-Oct.) 1953. Partial Index 


Basic Research and Its Application in Field of Clinical Nutrition. C. G. 
King.—p. 1. 

Dietary Treatment of Hypertension. I. H. Page and A. C. Corcoran. 
—p. 7. 

*Growth Failure in School Children: Further Studies of Vitamin Bi 
Dietary Supplements. N. C. Wetzel, H. H. Hopwood, M. E. Kuechle 
and R. M. Grueninger.—p. 17. 

Alcoholism as Nutritional Problem. R. J. Williams.—p. 32. 

Therapeutic Uses of Low Fat, Low Cholesterol Diets: I. Treatment of 
Essential Familial Xanthomatosis. F. Urbach, E. A. Hildreth and M. T. 
Wackerman.—p. 52. 


Vitamin B,. Supplements for Growth Failure.—The results of 
a School Nutrition Study are presented that support the con- 
clusion that vitamin Bi exerts a “growth-promoting-effect” 
when given as a dietary supplement to children in growth 
failure. The general benefits derived from the present study 
of vitamin Bw dietary supplements were felt well beyond 
the point at which recovery responses developed in individual 
children. The most immediate reactions were noted by the 
personnel of the medical and nursing departments, but al- 
most simultaneously by teachers in the classrooms who be- 
came aware that at least some of the pupils were improving 
in behavior, attitude, and scholastic work or that they were 
showing less strain and fatigue or, greater interest and atten- 
tion, and hence better all-around progress than before. Ex- 
pressions of similar import were offered by parents. The 
fact that the children were well disposed toward the program 
is attested to by the fine attendance record they made and 
by their willingness to participate faithfully in the extra routine 
of tests, measurements, and supplements. 


Journal of International College of Surgeons, Chicago 
20:393-529 (Oct.) 1953 


Commissurotomy for Aortic Stenosis. C. P. Bailey, H. E. Bolton, W. L 
Jamison and H. B. Larzelere.—p. 393. 

*Recent Trends in Management of Tuberculosis of Cervix. H. Sered, F. H. 
Falls and B. P. Zummo.—p. 409. 

*Homoplastic and Anaphylactic Procedures as Influenced by Prolonged 
Anesthesia. G. Wolfsohn.—p. 421. 

*Carcinoma of Breast: 10-Year Survey at Winnipeg General Hospital. 
W. A. MacLean.—p. 430. 

Delay in Definitive Treatment of Carcinoma of Bladder. P. B. Hudson 
A. L. Finkle and A. P. Stout.—p. 442. 

New Operation for Diversion of Urine, with Voluntary Control of Feces 
and Urine: Preliminary Report. O. S. Lowsley, T. H. Johnson and 
A. E. Rueda.—p. 457. 

Femoral Osteotomy in Treatment of Marie-Strumpell’s Disease. H. Milch. 
—p. 465. 

Systematic Plan for Early Treatment of Civilian Burns. L. C. Bartlett. 
—p. 474. 

Adenocarcinoma of Appendix. H. I. Le Brun.—p. 481. 

Intrathoracic Goiter. A. S. Jackson.—p. 485. 

Radium and Roentgen Limitation of Tumors of Bladder. L. G. Lewis. 
—p. 493. 

Metacarpal and Thumb Fractures. D. Goldberg.—p. 497. 

Tumors of Bladder. G. H. Ewell and J. J. Mueller.—p. 506. 


Tuberculosis of Cervix.—The uterine cervix is one of the 
less common sites of localization of tuberculosis in the 
female genital tract. Although it is usually of secondary origin, 
cases of primary origin have been reported. In the authors’ 
series of 55 patients with gynecologic tuberculosis, 9 had 
cervical tuberculosis; this incidence of 16% is higher than that 
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reported in the literature (2 to 3%) but is in accordance with 
the more recent observations and suggestions of Jameson. In 
this series, bloody discharge was the most frequent initial 
clinical manifestation. The condition must be differentiated 
from chronic cervicitis, cervical erosion, and carcinoma of 
the cervix. Cervical biopsy, cultures, smears, and guinea pig 
inoculation can be used for this purpose. Endometrial and 
cervical biopsies can be done repeatedly, if streptomycin is 
used, without fear of initiating miliary spread of the disease. 
The authors found that 120 days of streptomycin therapy, 
preferably in conjunction with p-aminosalicylic acid, usually 
resulted im a marked degree of improvement. In seven out 
of the nine patients, the gross appearance of the cervix was 
restored to normal. During the year preceding writing of this 
report, the authors added isoniazid to their armamentarium. 
In most cases of tuberculosis of the cervix, a total hysterec- 
tomy and at least a bilateral salpingo-oophorectomy should 
be done. The surgical management of the ovaries is prin- 
cipally dependent on whether obvious or potential involvement 
of the ovary is present. Those to be left should be bisected 
and carefully studied. If the admexae are considered to be 
free of tuberculosis, or only minimally involved, at the com- 
pletion of drug therapy, it is suggested that the patient not 
be operated on, provided the cervix appears normal and 
biopsies and culture studies give negative results. 


Homografts and Anesthesia.—The author based his original 
research, begun in 1935, on a fact discovered by Besredka in 
1909—that anaphylactic shock in experimental animals does 
not occur when an animal is in narcosis. This was found to 
be true of humans as well, and further attempts made with 
animals and, later, human beings to prevent anaphylactic shock 
with local anesthesia proved successful. The present report is 
based on the idea that sequestration of skin homografts repre- 
sents a local anaphylactic reaction. This reaction, attributed 
to intolerance of protein substances, nearly always ends with 
necrosis and expulsion of the transplant. Among the drugs 
suggested to prolong the life of the homograft, corticotropin 
(ACTH) and cortisone are of great interest and unquestion- 
able importance. In experimental animals, as well as in human 
beings, these drugs tend to suppress the local reaction and 
prolong the life of the skin graft two or three times. The same 
result is obtained by keeping the transplant under prolonged 
anesthesia; this method is simpler, cheaper, and quicker than 
the other. The author obtained excellent results using an ethyl 
aminobenzoate preparation (Prolongal-Benzocaine), a watery 
solution of 2% ethyl aminobenzoate (Benzocaine) in urethane 
that precipitates ethyl aminobenzoate crystals into the tissue, 
causing slow absorption of the anesthetic. Five cases are 
reported in which wounds with delayed healing periods de- 
creased to a certain degree as the result of a preliminary 
application of amnion, but then failed to react. Only by 
combination of amnion with prolonged anesthesia with 
Prolongal-Benzocaine could striking success be obtained. 


Carcinoma of Breast.—A series of 546 patients with mammary 
carcinoma treated at the Winnipeg General Hospital is an- 
alyzed. The average age of the patients was 54 years. The 
incidence of carcinoma in two breasts was similar. Fifty-five 
per cent of the tumors were located in the upper outer 
quadrant. Radical mastectomy as originally described by 
Halstead was performed in 84% of the patients studied. The 
operative mortality rate was 0.66%; 91.5% of the patients 
have been followed up from the time of operation to the end 
of 1950. The over-all five year survival rate was 44.5%. In 
cases in which the axillary nodes were not involved in tumor 
(stage 1), the five year survival rate was 73.9%. In cases in 
which the axillary nodes were involved (stage 2), the five year 
survival rate was 27%. In 100 cases in which either pre- 
operative or postoperative irradiation was employed, a five 
year survival rate of 31% was established. Carcinoma of the 
breast is commonest between the ages of 40 and 59 and is 
uncommon before the age of 30. There was one male patient 
in this series. The vast majority of mammary carcinomas arise 
from the duct system of the breast. Neither the situation of 
the tumor nor the age of the patient appears to affect the 
prognosis to any marked degree. The prognosis is shortened, 
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however, as the duration of the disease is increased. Medica] 
education of the public as to the importance of breast masses 
has proved effective, since patients are now seeking medical 
advice earlier in the development of the disease. 


Journal of Investigative Dermatology, Baltimore 
21:205-272 (Oct.) 1953. Partial Index 


Effect of Hydrocortisone Acetate Ointment on Pruritus Ani. R. M. Alex. 
ander and S. D. Manheim.—p. 223. 

In Vitro Antimicrobial Activities of Certain Amino Steroids. F. C. Kull, 
G. A. Castellano and R. L. Mayer.—p. 227. 

Use of Cellophane Tape in Diagnosis of Tinea Versicolor. J. A. Porto, 


—p. 229 
Mode of Action of Selenium Sulfide. P. Flesch.—p. 233. 
Attempts on Passive Local Sensitization by Intracutaneous Injection of 


Cells from Freshly Excised Lymph Nodes of Eczema Alliergics. , 
Haxthausen.—p. 237 

Penetration of Radioactive Stearic Acid into Skin of Rat. E. O. Butcher. 
—p. 243. 

Studies of Thorium X Applied to Human Skin: ITI. Relative Effects of 
Alpha and Beta-Gamma Irradiation in Production of Erythema. V. A. 
Witten, E. W. Brauer, V. Holmstrom and R. Loevinger.—p 249. 

Further Observations on Factors which Influence Water Content of 
Stratum Corneum. I. H. Blank.—p. 259. 


Journal Lab. and Clinical Medicine, St. Louis 
42:499-664 (Oct.) 1953 


Blood Ammonia and Electrolytes in Hepatic Coma. R. Schwartz, G. B. 
Phillips, G. J. Gabuzda Jr. and C. §. Davidson.—p 499. 

Spontaneous Antidiuresis During Water Diuresis: Renal Function and 
Electrolyte Excretion. C. K. Friedberg, R. C. Taymor and J. B. Minor. 
—p. 509. 

*Biochemical and Clinical Effects Resulting from Administration of 
Cation-Anion Exchange Resin in Decompensated Hepatic Cirrhosis, 
M. M. Best and J D Wathen.—p. 518 

Quantitative and Qualitative Responses of Blood Lymphocytes to Stress 
Stimuli. T. F. Dougherty and J A. Frank.—p. 530. 

Assessment of Stress in Human Subjects by Means of Quantitative and 
Qualitative Changes of Blood Lymphocytes. J. A. Frank and T. F. 
Dougherty.—p. 538. 

Ethylenediaminetetraacetic Acid in Mobilization and Removal of Iron in 
Case of Hemochromatosis. H. Wishinsky, T. Weinberg, E. M. Prévost 
and others.—p. 550. 

Immunologic Mechanisms of Leukocyte Abnormalities. §. C. Finch, J. F. 
Ross and F. G. Ebaugh Jr.—p. 555. 

Observations on Isosensitization to the Kell Factor. A. S. Wiener, G. J. 
Brancato and R. Waltman.—p. 570 

Effect of Homologous Bone Marrow Emulsion on Rabbits After Total 
Body Irradiation. M. F. Hilfinger Jr., J. H. Ferguson and P. A 
Riemenschneider.—p 581. 

Proteolytic Enzyme Studies in Irradiated Rabbits. N. K. M de Leeuw, 
C. Wright and J. L. Morton.—p. 592. 

Study of Antigen Localization and Degradation and Histologic Reaction 
in Spleen of Normal, X-Irradiated, and Spleen-Shielded Rats. F. W. 
Fitch, P. Barker, K. H. Soules and R. W. Wissler.—p. 598. 

Renal Excretion of Creatinine and Inulin in Man. EB. E. Mandel, F. L. 
Jones, M. J. Willis and W. H. Cargill.—p. 621. 

Antifungal Activity of Some Aromatic Diamidiness. I. B. Christison and 
N. F. Conant.—p. 638. 

Viscosimetric Determination of Blood Fibrinogen. W. E. Petersen.—p. 641. 


Effects of Cation-Anion Exchange Resin in Cirrhosis.—Best 
and Wathen describe the effects of long-term continuous ad- 
ministration of a mixture of cation and anion exchange resins 
to a group of nine patients with hepatic cirrhosis compli- 
cated by ascites and edema. All patients had been incapaci- 
tated for at least three months with ascites and dependent 
edema. Frequent paracenteses and the administration of mer- 
curial diuretics had provided only temporary relief of symp- 
toms. The clinical impression of Laennec’s cirrhosis was 
confirmed in all by transthoracic liver biopsy by means of 
a Vim-Silvermann needle. Another biopsy specimen was ex- 
amined histologically at completion of the study or at autopsy. 
Carbacrylamine resins (Carbo-Resin) were administered in 
three divided doses to a total daily dose of 50 to 70 gm. 
in water. The elimination of salt was the only dietetic re- 
striction. The patients were advised to eliminate alcohol, 
but cooperation in this regard was probably poor. A vitamin 
B complex supplement was prescribed. Initially all patients 
were in bed and treated in the hospital. As their condition 
improved, they were encouraged to resume activity and were 
followed in a special outpatient clinic. Patients were weighed 
daily in the hospital and at weekly intervals thereafter. No 
paracenteses were performed during the treatment period. 
One patient required mercurial diuretics in addition to the 
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resins. This is the only patient listed in a table as having a 
poor response. The results are listed as excellent in six pa- 
tients who were freed of ascites and edema, were able to 
work, and could stop the resin therapy; one of these patients 
died after trauma. One of the two in whom the result was 
good is able to work but requires resins; the other had a good 
immediate response but died of a hemorrhage after pelvic 
surgery. The relationship of sodium retention to ascites and 
edema in Laennec’s cirrhosis was reaffirmed in these patients. 
Increases in serum proteins and colloidal osmotic pressure 
noted during this long-term study probably indicate an im- 
proved nutritional state. 


Journal-Lancet, Minneapolis 


73:399-448 (Oct.) 1953 


Diabetic Retinopathy. R. R. Cooper.—p. 399. 

Radioactive Iodine in Diagnosis and Treatment of Thyroid Disease. 
A. L. Schultz.—p. 403. 

Malt Soup Extract as Bowel Content Modifier in Geriatric Constipation: 
Clinical Study. L. J. Cass and W. S. Frederik.—p. 414. 

Andrew T. Rasmussen—Scientist, Educator and Humanitarian. J. A. 
Myers.—p. 417. 

Prevention of Accidental Salicylate Poisoning in Children. E. Sachs. 
—p. 422. 

Pain Patterns in Diagnosis of Upper Abdominal Diseases. L. A. Smith. 
—p. 423. 

Pain from Standpoint of Physical Medicine. W. F. Wilhelm and F. H. 
Krusen.—p. 430. 


J. Neuropathology & Exper. Neurology, Baltimore 
12:311-410 (Oct.) 1953 


Neuroepithelioma: Its Place in Histogenetic Classification of Primary 
Neuroectodermal Brain Tumors. J. H. Globus and R. M. Cares. 
—p. 311. 

Encephalopathy Produced by Extracts of Eosinophils and Bone Marrow. 
J. S. Meyer and J. M. Foley.—p. 349. 

Effects of Convulsions Induced by Various Types of Electric Stimulation 
upon Cerebrospinal Fluid. M. Spiegel-Adolf, C. W. Umlauf and E. G. 
Szekely.—p. 363. 

Effect of Acute Alcoholic Intoxication on Blood-Brain Barrier. W. J. 
Horsey.—p. 368. 

Experimental Allergic Encephalomyelitis During and Following Cortone 
Acetate Treatment. A. Ferraro and L. Roizin.—p. 373. 

Esterases and Phosphatases of Brain: Histochemical Study. G. Gomori 
and R. D. Chessick.—p. 387. 

Liver-Tissue Changes in Schizophrenia: Brief Critical Note. S. Schei- 
degger.—p. 397. | 

Method for Combined Staining of Cells and Fibers in Nervous System. 
H. Kliiver and E. Barrera.—p. 400. 


Journal of Urology, Baltimore 
70:559-656 (Oct.) 1953 


Place of Artificial Kidney in Research and Treatment. J. H. Harrison. 
—p. 559. 

New Ureteral Meatome for Use with Resectoscope. R. G. Bunge.—p. 568. 

Physiology of Hyperchloremic Acidosis Following Ureterosigmoidostomy: 
Study of Urinary Reabsorption with Radioactive Isotopes. M. L. 
Rosenberg.—p. 569. 

Present Status of Surgical Procedures for Uretero-Enteric Anastomosis. 
A. W. Bohne.—p. 581. 

Delayed Cystograms. C. M. Stewart.—p. 588. 

Litholapaxy. R. M. Nesbit.—p. 594. 

Bladder Enlargement Through Ileocystoplasty. J. Cibert.—p. 600. 

Correlation of Electromyographic Records with Neurogenic Dysfunction 
of Human Urinary Bladder. W. H. Boyce, E. L. Corey, S. A. Vest and 
C. R, French.—p. 605. 

Transuretheral Resection for Paralyzed Bladder: Preliminary Results. 
F. M. Jacobs, J. L. Berry and J. C. Orman.—p. 615. 

*Simple Cystectomy and Segmental Resection for Cancer of Bladder. 
H. J. Jewett.—p. 620. 

Local Anesthesia in Male Urethra. J. C. Hayward, L. M. Orr and H. F. 
LaGuette.—p. 624. 

Painless Dilatation of Urethral Meatal Strictures Following Trans- 
urethral Prostatic Resection. R. R. Landes.—p. 626. 

Effect of Age upon Glutamine Synthesis and Glutamine Amide Exchange 
of Rat Liver, Kidney and Testis. J. M. Reiner and P. B. Hudson. 
—p. 627. 

Urologic Battle Injury in Korean Conflict. H. B. Henkel.—p. 637. 

Genital Self-Mutilations by Mental Patients. L. M. Beilin.—p. 648. 


Cystectomy or Segmental Resection for Cancer of Bladder. 
—Jewett compared the results 5 years or longer after simple 
cystectomy in 49 cases of infiltrating cancer with those ob- 
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tained by segmental resection in a similar group of 46 cases. 
Cystectomy provided a somewhat higher survival rate than 
segmental resection when the tumor was deeply infiltrating 
and a somewhat lower survival rate when it was superficially 
infiltrating, regardless of its cellular appearance. Urologic 
complications, usually renal, could be demonstrated in nearly 
all patients 5 years after ureterointestinal anastomosis. Proof 
of the superiority of radical cystectomy, with or without 
exenteration, depends largely on the results 5 years or more 
after operation in cases with microscopic evidence of me- 
tastases in the lymph nodes. 


Maine Medical Association Journal, Portland 
44:257-280 (Sept.) 1953 


Hysterectomy: Total Versus Subtotal. O. F. Pomerleau.—p. 257. 
Urinary Calculus. W. A. Greenlaw.—p. 259. 

Managing a Case of Compound Nasal Fracture. J. E. Poulin.—p. 263. 
Obstetric Case History. C. R. Geer.—p. 265. 

Endometriosis in Pregnancy—Case Report. E. A. McLean.—p. 267. 


44:281-298 (Oct.) 1953 


Lame Backs. F. R. Ober.—p. 281. 

*Oral Thrush Due to Antibiotic Therapy: Report of Four Cases. M. Bacon 
—p. 284. 

Effects of Antibiotics on Blood Clotting Mechanism. E. D. Humphreys, 
M. A. Webber and P. R. Briggs.—p. 286. 

Unusual Surgical Complication Following Subtotal Gastric Resection— 
Case Report. W. F. Mahaney.—p. 288. 

Vaginal Hysterectomy. E. T. Bennet.—p. 289. 


Oral Thrush Due to Antibiotic Therapy.—The first of the four 
cases presented by Bacon was that of a 5-year-old girl who 
was given oxytetracycline (Terramycin) every six hours for 
three days for a grippe-like condition. Then the child com- 
plained of a sore throat and swollen glands in the neck. There 
were pustular and follicular lesions on the mucous membranes 
of the mouth and throat and white patches on both tonsils. 
A smear of the lesions of the oral cavity and culture on 
Sabouraud’s medium revealed the organisms to be Candida 
(Monilia) albicans. The lesions subsided after omission of 
oxytetracycline and the use of an alkaline mouthwash and 
gargle. The second patient received penicillin intramuscularly 
and as an inhalation in the form of an aerosol because of 
bronchiectasis, laryngitis, and sinusitis. The third patient also 
had been given penicillin intramuscularly and by mouth, and 
the fourth patient had received the same antibiotic paren- 
terally. C. albicans was cultured from the oral lesions of all 
four of ‘these patients. The author feels that moniliasis or oral 
thrush should be considered if a patient complains of a sore 
throat and sore mouth after the use of antibiotics. The exami- 
nation reveals tiny pustules with a red or coated tongue and 
white membranes on the tonsillar areas. The diagnosis is 
confirmed by smears and cultures obtained from the mouth 
and throat. The cause is an overgrowth of C. albicans. The 
determination of the oral pH and the finding of an acid saliva 
are additional adjuncts. The treatment includes the omission 
of the offending antibiotics and the use of alkaline mouth- 
washes and gargles. 


Michigan State Medical Society Journal, Lansing 


§2:1025-1136 (Oct.) 1953 


Obesity: Key to Prevention of Diabetes. W. H. Olmsted.—p. 1057. 

Obesity: Clinical Observations. R. C. Moehlig.—p. 1062. 

Control of the Diabetic. W. S. Reveno.—p. 1064. 

Diabetic Coma and Its Treatment. W. W. Engstrom.—p. 1068. 

Problem of Diabetic Retinopathy. J. T. Beardwood Jr. and R. H. Trueman. 
—p. 1074. 

Functional Rehabilitation in Diabetes. G. E. Anderson.—p. 1080. 

Art of Using Insulins in Treatment of Diabetes. C. D. Eaton.—p. 1086. 

Diabetes and Tuberculosis. G. G. Thosteson and R. S. Tibbits.—p. 1088. 

Kimmelstiel-Wilson Syndrome. L. F. Segar.—p. 1092. 

Fructose Metabolism in Diabetes: Clinical Applications. H. S. Seltzer and 
J. W. Conn.—p. 1095. 

Michigan State Medical Assistants Society. E. E. Peck.—p. 1100. 

Present State of Tonography. P. C. Kronfeld.—p. 1101. 

Shall Basic Science Laws be Repealed or Revised to Contain Essentials 
of Uniform Basic Science Act? J. E. McIntyre.—p. 1102. 

Medical Licensure in Michigan. E. C. Swanson.—p. 1106. 
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Neurology, Minneapolis 
3:627-706 (Sept.) 1953 


Extrapyramidal System: Inquiry into Validity of Concept. R. Meyers. 
—p. 627. 

Recent Experimental Studies on Pain and Analgesia. A. Wikler.—p. 656. 

Multiple Symmetrical Polyneuropathy Treated with Cortisone. F. Plum. 
—p. 661. 

Intracarotid and Intravertebral Metrazol in Petit Mal Epilepsy. F. E. 
Bennett.—p. 668. 

Epileptic Disorders in the Aged. P. T. White, A. A. Bailey and R. G. 
Bickford.—p. 674. 

*Is Order of Birth a Factor in Epilepsy? J. K. Orr and F. Risch.—p. 679. 

Clinical Use of Piromen in Spinal Cord Diseases and Injury. W. J. Fried- 
lander and P. Bailey.—p. 684. 


Is Order of Birth a Factor in Epilepsy?—Considerable 
emphasis has been put recently on organic disease of the 
brain as a factor in epilepsy, and in this connection so-called 
“birth trauma” and “cerebral anoxia” are of interest. A report 
by Nielsen and Butler points out that the significant factor 
in a number of cases of idiopathic epilepsy was “birth 
primacy.” Ahlstrom, in another survey, could not corroboraie 
this. Orr and Risch in this study of epilepsy in 158 veterans 
included in the routine interview questions related to the 
patient’s sibling relationship. Interviews revealed that epilepsy 
occurred more frequently in those born at the end of the line 
of birth than in those born at the beginning. Generally it 
was found that the larger the family the more likely it was 
for the epileptic persons to be the youngest or near youngest 
in the family. It is admitted, however, that the evaluated 
data have certain limitations. 1. The patients, all men, were 
a selected group of veterans. 2. Several patients in whom the 
seizures followed trauma are included. 3. The reliability of 
reporting siblings dead and living might be questioned. 4. The 
age of the mother at patient’s birth was not obtained. 5. The 
exact number of siblings having epilepsy was not verified, 
although all patients denied any family history of epilepsy. 
6. The question of birth trauma was not investigated. 


3:707-788 (Oct.) 1953 


Greater Superficial Petrosal Neurectomy for Orbitofacial Pain: Pre- 
liminary Report. W. V. Trowbridge, J. D. French and A. E. Bayless. 
—p. 707. 

Effect of Mesencephalic Lesions on Cortical Electroconvulsant Threshold. 
D. A. Freedman and J. Moossy.—p. 714. 

Blood in Subarachnoid Space; Clinical Evaluation of Its Occurrence in 
190 Consecutive Cases. M. Nathanson, A. L. Robins and M. A. Green. 
—p. 721. 

Cerebral Arteriovenous Aneurysms. W. H. Druckemiller and M. B. 
Carpenter.—p. 725. 

Hemangioendotheliomatous Meningioma Simulating Cerebral Arterio- 
sclerosis. T. Lehoczky.—p. 737. 

Prenderol: New Drug Used with Retarders in Petit Mal Epilepsy. M. A. 
Perlstein.—p. 744. 

Tumors of Temporal Lobe. R. R. J. Strobos.—p. 752. 

*Actinomycosis of Nervous System. H. Stevens.—p. 761. 

Management of Head Injuries. R. C. Hardy.—p. 773. 


Actinomycosis of the Nervous System.—Stevens points out 
that two important developments have occurred since the last 
comprehensive survey of the problem of actinomycosis of 
the central nervous system was published in 1936: (1) the 
advent of chemotherapy and (2) more extensive knowledge of 
the clinical, cultural, biological, and morphological character- 
istics of the several organisms that cause actinomycosis. The 
new classification separates actinomycosis into true actinomy- 
cosis caused by Actinomyces bovis and nocardiosis caused by 
Nocardia asteroides. Four case histories are described. One 
patient was cured by a combination of chemotherapy and 
surgery. This patient has been followed for eight years. The 
other three patients died, and autopsy was done on two. One 
of these showed typical multiple abscesses and the rare mani- 
festation of mycetoma due to nocardiosis. There is need for 
earlier diagnosis and prompter subclassification of the actino- 
mycoses into those caused by A. bovis and those caused by 
N. asteroides, with appropriate therapy guided by sensitivity 
tests. A. bovis is gram-positive and anaerobic and is not acid- 
fast; N. asteroides is aerobic, gram-positive, and partially acid- 
fast. Nocardia further differs from the former in that it is 
rarer and more virulent, spreads by hematogenous metastasis 
rather than by direct extension, and is more likely to invade 
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the central nervous system. It is more sensitive to sulfona- 
mides than A. bovis, while A. bovis is more sensitive to peni- 
cillin. Brain abscess and meningitis are the two common 
central nervous system complications. 


New England Journal of Medicine, Boston 


249:507-546 (Sept. 24) 1953 


Observations on Neoplastic Spread: Some Radiologic Aspects of Problem 
J. W. Turner.—p. 507. 

Events Leading to Major Amputation in Patients with Arteriosclerosis 
E. A. Edwards, A. J. McAdams and C. Crane.—p. 514. 

Importance of Psychologic Factor in Gynecology. D. Menzer.—p. 519. 

Mycology. O. F. Jillson.—p. 523. 

Japanese B Encephalitis in an American Soldier Returning from Korea. 
F, P. Pina and U. R. Merikangas.—p.. 531. 


249:547-584 (Oct. 1) 1953 


*Differentiation of Hemophilia into Two Groups: Study of 33 Cases 
J. P. Soulier and M. J. Larrieu.—p. 547. 

*Length of Life and Cause of Death in Rheumatoid Arthritis. S. Cobb, 
F. Anderson and W. Bauer.—p. 553. 

Value of Exfoliative Cytology to General Practitioner. N. C. Foot. 
—p. 557. 

Mycology (Concluded). O. F. Jillson.—p. 561. 

Suicidal Poisoning by Methapyrilene Hydrochloride with Documentation 
by Paper Chromatography. A. E. O’Dea and M. Liss.—p. 566. 


Types of Hemophilia.—Thirty-three male patients between the 
ages of 5 and 45 years with a hemorrhagic history typical of 
hemophilia were tested for the specific determination of the 
missing antihemophilic factor underlying the clotting effect. 
These tests were made by measuring the effect of the anti- 
hemolytic factor on the recalcification time of two hemo- 
philic reagents prepared from the plasma of patients with 
assumed hemophilia. From the results of these specific deter- 
minations, the 33 patients could be classified in three groups 
as follows: 28 patients with hemophilia A (classic hemophilia); 
4 patients with hemophilia B (plasma thromboplastin com- 
ponent deficiency, or Christmas disease) and 1 with hemo- 
philia A and B. Patients in these three groups had all the 
classic features of hemophilia in the clinical and genetic his- 
tory and in the routine blood clotting tests. The only differ- 
ence in the groups was the type of the plasma profactor of 
thromboplastin that was missing and that was either factor A 
or B or both. Both factors A and B proved to be present 
in fresh normal plasma and in plasma from patients treated 
with bishydroxycoumarin (Dicumarol), but factor A _ dis- 
appeared in oxalated plasma during storage, whereas factor 
B persisted. Factor A disappeared during coagulation, whereas 
factor B persisted in serum. Factor A was not adsorbed on 
barium sulfate or asbestos, but factor B was adsorbed in either 
one. Both factors proved to be thermolabile. Fibrinogen 
(fraction 1) contains factor A only; therefore, plasma fraction 
1 is effective in the treatment of only hemophilia A. How- 
ever, blood and plasma transfusions are effective in the three 
types of hemophilia, namely, A, B, and AB. 


Rheumatoid Arthritis—Of 583 patients with rheumatoid ar- 
thritis who were hospitalized at the Massachusetts General 
Hospital and were followed up for an average of nine and 
a half years, 137 died, an over-all mortality rate of 24.4 per 
1,000 patients per year, as compared with 18.9 for a com- 
parable age and sex distribution of the population of Massa- 
chusetts in 1940. The patients with rheumatoid arthritis thus 
had a higher mortality than would be expected if the group 
were drawn from the general population. This was found to 
be due largely to the fact that younger persons, particularly 
men, succumbed more rapidly than expected possibly because 
they were usually subjected to economic pressures that did 
not allow them to rest as much as is indicated for patients 
with this disease, whereas the longevity of patients over 50 
years was not noticeably altered. The causes of death were 
known in 130 of the 137 patients. Notable for their high 
incidence as causes of death were valvular heart disease occur- 
ring in 9 patients (7%), infections of all sorts in 32 patients 
(25%), renal disease in 17 (13%), and pulmonary embolism 
in 4 (3%). Notable for their absence or low incidence were 
accidental death, hypertensive heart disease, and myocardial 
infarction. The causes of death in rheumatoid arthritis differed 
from those in the population at large. The data reported are 
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sufficiently interesting to warrant further study in larger series 
of patients so that the life tables can be broken down into 
smaller age groups and so that more significant conclusions 
can be drawn about differences in causes of death between 
arthritic patients and the general population. 


249:585-634 (Oct. 8) 1953 


*Adenoma and Carcinoma of Thyroid Gland. G. Crile Jr.—p. 585. 

Platelet Antibody Tests in Diagnosis of Purpura. J. L. Tullis.—p. 591. 

Amebic Hepatitis Presenting as Fever of Unknown Origin. P. Heller, 
R. J. Korn and H. J. Zimmerman.—p. 596. 

Cryoglobulins in Coronary-Artery Disease. T. N. James and E. H. 
Drake.—p. 601. 

Development of Knowledge Concerning Gastric Intrinsic Factor and Its 
Relation to Pernicious Anemia. W. B. Castle.—p. 603. 

Clinical and Investigative Application of a New Instrument for Con- 
tinuous Recording of Blood Pressure and Heart Rate. J. C. Rose, 
S. R. Gilford, H. P. Broida and others.—p. 615. 


Adenoma and Carcinoma of Thyroid.—According to Crile, 
statistics on the incidence of cancer in nodular goiter are 
unreliable because they are based on a selected group of 
patients whose goiters are removed and do not represent the 
true incidence in the population at large. Removal of multi- 
nodular goiters cannot be regarded as a prophylactic measure 
to prevent cancer because multinodular goiter is extremely 
common and true highly malignant cancer of the thyroid gland 
is very rare; 80% of the highly malignant thyroid carcinomas 
arise without a history of preexisting goiter, and there is no 
demonstrable relationship between nodular goiter and the 
relatively common papillary cancer of the thyroid. Discrete 
thyroid tumors that are firm and that arouse suspicion of 
existing cancer should be removed whether they occur as the 
only palpable nodule or as a part of a multinodular goiter. 
Nodules that appear in patients over the age of 40 and seem 
to be solitary are usually dominant involutionary nodules in 
a multinodular goiter. In patients under 40, a solitary nodule 
is apt to be a true epithelial neoplasm, and the incidence of 
cancer is high. Most cancers of the thyroid gland in patients 
under 40 are papillary and have a good prognosis if an 
adequate operation is performed. Most thyroid cancers do not 
originate in adenomas but are cancers from the start. Surgeons 
should view operations for removal of solitary nodules not as 
prophylactic measures to prevent cancer but as therapeutic 
procedures to eradicate cancer. Even low-grade papillary 
cancers of the thyroid gland, if cut into, can be implanted 
and disseminated. Solitary tumors should be removed by total 
excision with a wide zone of surrounding tissue or better by 
total lobectomy, including removal of the isthmus. The con- 
ventional block dissection of the neck is not an adequate 
operation for cancer of the thyroid and should be extended 
to include all the regional zones of metastasis. It should also 
be limited to the removal of cancer-bearing areas and should 
not unnecessarily sacrifice the sternomastoid muscle. The 
results of extensive but carefully planned and nonmutilating 
operations have been superior to those of conventional block 
dissections. 


North Carolina Medical Journal, Winston-Salem 


14:489-540 (Oct.) 1953 


Clinical and Physiologic Aspects of Emphysema: Diagnosis and Treat- 
ment. B. Gordon.—p. 489. 

Anesthesia for Surgery of Heart and Great Vessels. D. L. Crandell. 
—p. 494, 

Prevention of Cardiac Arrest During Anesthesia. L. deS. Shaffner. 
—p. 500. 

Diagnosis and Treatment of Oral Moniliasis. C. N. Patterson.—p. 505. 

Diagnosis in Carcinoma of Oral Cavity. H. P. Royster.—p. 511. 

Use of Chemically Induced Hypotension in Treatment of Intracranial 
Aneurysm, B. Woodhall, G. L. Odom, C. R. Stephen, C. McClure and 
W. R. Neill.—p. 513. 

Phiebothrombosis: Incidence and Treatment. R. M. Taliaferro.—p. 516. 

*Use of Pyrahexl in Treatment of Alcoholic and Drug Withdrawal Con- 
ditions. L. J. Thompson and R. C. Proctor.—p. 520. 

Massive Gastrointestinal Hemorrhage Due to Intestinal Hemangioma: 
With Case Report. J. R. Gamble Jr. and H. A. Albertson.—p. 524. 


Pyrahexl.—Pyrahexl is a synthetic substance resembling 
marihuana. It was first used by the authors to treat patients 
with symptoms of depression; but as results were disappoint- 
ing, the drug was tried on patients after an alcoholic episode 
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and after drug withdrawal. In a series of 101 patients, of 
whom 70 were in postalcoholic states and 6 were formerly 
addicted to, or in the habit of taking barbiturates, 6 morphine, 
4 dihydromorphinone (Dilaudid) hydrochloride, 12 meperidine 
(Demerol) hydrochloride, 2 a drug containing alkaloids of 
opium (Pantopon), and 1 paregoric, results were good, espe- 
cially in regard to those in the postalcoholic state. Pyrahexl 
was administered in 15 mg. capsules; three capsules were given 
daily for the first four to six days. The action of the drug be- 
came evident in 30 minutes to 2 hours. Marked physiological 
and psychological improvement and eventual recovery oc- 
curred in 59 (84.28%) of the 70 patients in the postalcoholic 
state. Positive results of varying degrees were cbtained in 4 
out of 6 cases of barbiturate addiction, in 2 out of 6 of 
morphine addiction, in 3 out of 4 of dihydromorphinone 
addiction, in 10 out of 12 of meperidine addiction, and in 
the 2 of Pantopon and 1 of paregoric addiction. Pyrahexl 
did not give rise to a biological or physiological dependence, 
and its discontinuation did not result in withdrawal symptoms. 
Except in two patients addicted to meperidine who showed no 
response to pyrahexl, who were long-term users, and who had 
had previous treatment, the factors causing some patients and 
not others to respond to pyrahexl are not accounted for, 
unless an idiosyncratic reaction is assumed. 


Northwest Medicine, Seattle 


52:807-898 (Oct.) 1953 


ACTH and Cortisone: Physiologic and Clinical Considerations. R. C 
Manchester.—p. 825. 

Office Diagnosis of Operable Congenital Heart Lesions. R. Tidwell, 
R. Rushmer and R. Polley.—p. 829. 

Physiologic Position for Delivery. F. H. Howard.—p. 830. 

*Why Solid Foods for Newborn? F. H. Douglass.—p. 832. 

Spontaneous Rupture of Esophagus. A. B. Halliday.—p. 834 

Transpyloric Prolapse of Redundant Prepyloric Gastric Mucosa. J. B 
Morris.—p. 836. 

Foreign Body Removal of Al-Ni-Co Magnet. J. L. Hansen.—p. 839 


Why Solid Foods for the Newborn?—Douglass points out that 

many mothers are anxious to give their newborn infants finely 

divided complex foods as early as two weeks after birth. He 

feels that the gastrointestinal tract of infants has not changed 

with the homogenization of foods. Enzymes for all simple 

foods, except starches, apparently are available, even before 

birth, but pancreatic amylase remains relatively deficient for 

some months of early infancy. Ptyalin is present in the saliva 

of newborns but only in small amounts. It takes five to seven 

weeks for salivary glands to develop enough to produce notice- 

able saliva. In the stomach, both free and total acids are 

high for the first two days and then rapidly fall off. They do 

not recover until after one month. Although infants may 

tolerate many formula modifications, none has ever surpassed 

nature’s product, breast milk. The best substitute for breast 

milk is cow’s milk modified to the approximate composition 

of breast milk. The healthy newborn, fed a formula simulat- 

ing breast milk, will be happy and double its birth weight in 

four months. No other food is needed for the first three 
months. Addition of cereals, vegetables, fruits, meats, and 
other substances in no way improves the health or well being 
of the baby. It may traumatize the intestinal mucosa or even 
sensitize the infant to some protein products. Many believe 
that early feeding of complex foods is responsible for many 

of the allergies of today. Many~mothers are giving their 
babies cereal and tell their physicians about it afterwards. 
One cereal food often given as the first one contains corn, 
oats, wheat, iron, beef bone, salt, alfalfa, and yeast. Two 
tablespoonfuls of the cereal would yield 17 calories or less 
than would 1 ounce of milk. If nature had intended a new- 
born to digest such a complex mixture, she would have pro- 
vided the infant with a more mature gastrointestinal tract. 
There is no reason to hurry; the infant’s gastrointesfinal tract 
must be trained and used within its limitations, if it is to act 

efficiently. 
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Pennsylvania Medical Journal, Harrisburg 


56:865-944 (Oct.) 1953 
Thyroiditis: Acute and Chronic. W. Menin, C. H. Kravitz and B. Green- 
span.—p. 885. 
Scleredema Adultorum: Report of One Case Treated with Cortisone 
Acetate. I. Zugerman and G. F. Parrott.—p. 890. 
*Acute Ulcerative Endocarditis with Overwhelming Septicemia Due to 
Salmonella Choleraesuis. N. M. Wall and R. E. Hobbs.—p. 892. 


Acute Ulcerative Endocarditis Due to Salmonella Choleraesuis. 
—The case presented by Wall and Hobbs was that of a man, 
aged 50, who had been treated for an upper respiratory 
infection for three days prior to being admitted to the hospital 
with a diagnosis of pneumonia. The illness began with chills 
and fever while at work. His physician gave him penicillin 
and chlortetracycline (Aureomycin), but at the end of three 
days his temperature was over 102 F and pneumonia had 
developed. The patient was allegedly susceptible to frequent 
upper respiratory infections, for which he was given a series 
of “cold vaccine” injections for three weeks prior to hos- 
pitalization. He was a machinist in a railroad car shop, and 
he farmed a small piece of ground on which there was a 
vegetable patch, a few chickens, and a cow. Water was sup- 
plied from an outside well. A blood culture taken on admission 
was positive at the end of 24 hours for a gram-negative bacil- 
lus, which gave the reactions of a Salmonella-like organism 
and was later identified as Salmonella choleraesuis. A roent- 
genogram of the chest showed changes consistent with acute 
bronchopneumonia. An electrocardiographic record gave evi- 
dence of coronary insufficiency. The clinical course was 
extremely stormy and terminated in death 16 days after the 
man was admitted to the hospital. Large doses of chlor- 
amphenicol used along with other antibiotics were of no avail. 
Necropsy revealed two large ulcerating vegetations present at 
either end of the mitral valve. Smears of the vegetations 
showed numerous gram-negative bacilli. Cultures yielded a 
growth of S. choleraesuis. While there was no conclusive proof 
that the Salmonella lesion originally entered through the 
pulmonary tract, at least, clinically, it was the first system 
involved. The pulmonary route is a rare source of entry for 
a Salmonella infection. The portal of entry in the majority of 
cases is the intestinal tract. 


Plastic & Reconstructive Surgery, Baltimore 


12:167-224 (Sept.) 1953 


Skin Grafts in Reconstructive Surgery of Hand. S. M. Dupertuis.—p. 167. 

Free Skin Grafting Within Mouth. F. A. Figi and J. K. Masson.—p. 176. 

New Compression Clamp to Test and Occlude Circulation in Pedicle 
Flaps. T. R. Broadbent, F. W. Masters and K. L. Pickrell.—p. 187. 

*Use of Premaxillary Flap in Repair of Bilateral Cleft Palate. H. E. Coe. 
—p. 194. 

Technical Aid in Pharyngeal Flap Operation. R. H. Walden, L. R. Rubin 
and A. A. Diecidue.—p. 198. 

Reconstruction of Ear Lobule. G. M. Carver Jr.—p. 203. 

Prominent Ears: Modification of Dr. Forrest Young’s Technic. A. F. 
Borges.—p. 208. 

Accurate Identification of Colorless Solutions to Prevent Chemical 
Sloughs. K. Pickrell, F. Masters, N. Georgiade and C. Horton.—p. 211. 


Use of Premaxillary Flap in Bilateral Cleft Palate.—Coe points 
out that one of the many problems encountered in the treat- 
ment of bilateral cleft palate is that of closure of the open- 
ing immediately posterior to the premaxilla. The literature 
on cleft lip and palate contains many solutions of this prob- 
lem, among which are the excellent but somewhat compli- 
cated method of Victor Veau, the reflecting of flaps from 
the base of the vomer and the nasal septum, the fitting of 
the premaxilla back against the united hard palate or the 
ends of the alveoli, and the use of dental prostheses. For 
over 20 years, Coe used these methods with varying success 
but was generally dissatisfied with the results. In some pa- 
tients, the floor of the nostril is composed of soft tissues 
rather than bone; in others, the central incisor teeth erupt 
in marked lingual occlusion or even into the nostril; and 
in some, the premaxilla may be extremely moveable, and at 
times a Prosthesis may be necessary. About 10 years ago, 
Coe began to use a flap from the posterior surface of the 
premaxilla in a somewhat different manner. The usual lateral 
mucoperiosteal flaps are raised, and, if they do not permit 
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closure of the anterior end of the cleft, the size of the re. 
maining defect is estimated and a flap laid out on the pos. 
terior surface of the premaxilla with its base at the nasal 
septum. This flap is larger than the defect, and the location 
and size of the pedicle insures excellent blood supply. The 
flap is reversed with its mucous surface toward the nasal cavity 
and held beneath the ends of the lateral flaps with stitches 
bringing the raw surfaces of all flaps in broad contact. The 
edges of the lateral flaps are then united over the raw sur- 
face of the premaxillary flap. This procedure does not close 
the alveolar clefts, which require separate treatment either at 
the same time or later, but in a high percentage of cases it does 
give a satisfactory closure of the troublesome opening. Coe 
used this method 27 times in 23 cases. In 18 of the 23 pa- 
tients, the closure was highly satisfactory. The author makes 
no claim regarding the originality of this method, pointing 
out that it is merely a modification of well-recognized and 
accepted principles. 


Postgraduate Medicine, Minneapolis 
14:273-368 (Oct.) 1953 


Experimental Studies on Use of Large Volumes of Saline in Therapy of 
Traumatic Shock. S. M. Rosenthal.—p. 273. 

Tumors of Colon. G. W. Crile Jr. and R. B. Turnbull.—p. 282. 

Myotonia Atrophica: Clinicopathologic Review with Report of 5 Cases. 
R. D. Trevathan and A. E. Hussar.—p. 290. 

Surgical Treatment of Diverticulitis, E. S. Judd Jr.—p. 297. 

Surgical Treatment of Hydatid Cyst of Liver. Z. Neuman.—p. 304. 

Coccidioidomycosis. L. Hyde, C. Pokorny and B. Hyde.—p. 306. 

Cancer of Stomach. S. O. Hoerr.—p. 311. 

Cardiac Clinic on Hypertension. A. M. Master.—p. 317. 

Recent Developments in Management of Peptic Ulcer. F. H. Lahey. 
—p. 323. 

*Spontaneous Cerebral Hemorrhage of Congenital Origin in Pregnancy. 
C. L. Sullivan, H. Minkel, E. Campbell and J. H. Graham.—p. 329. 
Treatment of Peripheral Vascular Diseases: I. Arterial Diseases. R. R. 

Linton.—p. 335. 
Problem of Diarrhea. J. R. Ross.—p. 337. 
Glycogen Disease. S. Van Creveld.—p. 342. 
Diagnosis of Acute Poliomyelitis. C. G. Grulee Jr.—p. 347. 


Spontaneous Cerebral Hemorrhage in Pregnancy.—The case 
reported by Sullivan and associates was that of a 23-year-old 
primigravida who was admitted to the hospital in the 4lst 
week of pregnancy with a history of ruptured membranes of 
12 hours’ duration and no lat-r. The prenatal course had 
been uncomplicated by toxemia. She had been seen on the 
day prior to admission, at which time her blood pressure was 
128/72 mm. Hg and the urine did not contain albumin. The 
onset of hemorrhage was sudden and without prodromal 
symptoms. Within 10 minutes, the attending physician re- 
turned to the patient’s room and found her writhing about and 
complaining that she felt as if an ax had been driven into 
her head. The blood pressure was 170/90. On the basis of 
the history and the findings, a diagnosis of ruptured cerebral 
aneurysm of congenital origin was made and a diagnostic 
lumbar puncture performed. The spinal fluid pressure was 
400 and the fluid pink-tinged. Within five minutes the patient 
became unconscious, and within a half hour the blood pres- 
sure was 220/100. The patient was given oxygen by mask, 
and 45 minutes after the onset of the hemorrhage there was 
a sudden cessation of respiration; the pulse remained slow 
and forceful. One hour after cessation of respiration the 
patient’s condition began to deteriorate further, with increas- 
ing cyanosis and a thready, rapid pulse. The fetal heart rate 
dropped precipitously, and, with the patient in bed and with- 
out anesthesia, a cesarean section was performed; a live baby 
boy was delivered. At the end of 45 hours, there was a sud- 
den vascular collapse with death. At no time during this epi- 
sode was neurosurgical interference considered feasible by the 
attending neurosurgeon and neurologist. The final diagnosis 
on the basis of a necropsy was congenital vascular abnormality 
with spontaneous rupture into subarachnoid space and right 
temporal lobe. The authors point out that spontaneous sub- 
arachnoid hemorrhage readily can be mistaken for a fulminat- 
ing eclamptic state. The symptoms of spontaneous subarach- 
noid hemorrhage are exactly the same as those of eclampsia, 
namely, headache and/or coma and convulsions, albuminuria, 
hypertension, and altered nitrogen metabolism. The one differ- 
ential point lies in the bloody contents of spinal tap of sub- 
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congenital origin is reported in 1% of all autopsies and 
accounts for 2% of all sudden deaths which occur in the 
pregnant and the nonpregnant state alike. The authors believe 
that deaths during pregnancy are too readily ascribed as due 
to the pregnant state. Spontaneous cerebral hemorrhage of 
congenital origin in norma] pregnancy has been described in 
30 other cases; the one reported here brings the total to 31. 
The maternal and infant mortality rates were 52% and 29% 
respectively. This is approximately the same maternal mor- 
tality rate as that reported for this syndrome in the non- 
pregnant state. 


Radiology, Syracuse, N. Y. 


61:317-472 (Sept.) 1953 


Use of Delayed Films in Bronchography. H. L. Abrams, G. Hencky and 
H. S. Kaplan.—p. 317. 

Pulmonary Manifestations of Leptospirosis. C. M. Silverstein.—p. 327. 

Roentgen Study of Urethrovesical Relationships in Female Urinary 
Stress Incontinence. C. P. Hodgkinson and H. P. Doub.—p. 335. 

Cystitis Emphysematosa: Review of Literature and Report of Four Cases 
Diagnosed by Roentgen Examination. J. E. Faingold, C. O. Hansen 
and L. G. Rigler.—p. 346. 

Evaluation of Lateral Atlanto-Axial Displacement in Injuries of Cervical 
Spine. G. Jacobson and D. C. Adler.—p. 355. 

Jejunogastric Intussusception. C. P. Wisoff.—p. 363. 

Pyloric Antral Mucosal Diaphragm: Report of Case. K. E. Gross and 
M. W. Durham.—p. 368. 

Roentgenographically Characteristic Adenocarcinoma and Leiomyosarcoma 
in Same Stomach. C. V. Cimmino.—p. 373. 

Situs Inversus of Stomach. M. A. Almy, F. H. Volk and C. M. Graney. 
—p. 376. 

Radiographic Demonstration of Localized Mesenteric Thrombosis: Case 
Report. H. A. Cregg and F. G. Smith.—p. 379. 

Preliminary Observations Regarding Value of Very Fine Focus Tube in 
Radiologic Diagnosis. E. H. Wood.—p. 382. 

Thiouracil Modification of Effect of Radioiodine (I) on Thyroid. 
R. Rugh.—p. 391. 

Selective Shielding Against Roentgen Radiation. T. J. Wang.—p. 401. 

New Device for Radiographic Measurements. H. J. Machanic and 
B. Lieberman.—p. 405. 

Design and Construction of Simple Applicator for 1,000 Curies of Cobalt 
60. R. H. Neil, W. E. Costolow and O. N. Meland.—p. 408. 

Late Effects of Roentgen Irradiation: I. Studies on Rats Irradiated Under 
Anoxic Anoxia. L. R. Bennett, S. M. Chastain, J. S. Flint and others. 
—p. 411. 


Southern Medical Journal, Birmingham, Ala. 


46:937-1040 (Oct.) 1953 


Treatment of Urethritis in Women: Nev Etiological Concept. C. Eber- 
hart, J. Hill and J. Brannen.—p. 937. 

Cerebral Angiography: Diagnostic Aid in Study of Diseases of Brain. 
1. O. Dein, L. L. Levy, R. P. Schmidt and E. Roseman.—p. 942. 

Oral Procaine in Heartburn and Other Functional Upper Gastrointestinal 
Symptoms. B. G. Oren.—p. 946. 

Adult Periosteal Tuberculosis: Case Report. H. E. Hipps.—p. 953. 

Emotional Visualization Technic. R. V. Seliger—p. 955. 

Streptomycin as Probable Etiologic Agent for Subdeltoid Bursitis. B. F, 
Bradford.—p. 960. 

Spontaneous Rupture of Esophagus: Report of Four Cases. D. W. Hayes. 
—p. 962. 

*Virchow-Troisier Node: Occasional Conspicuous Manifestation of Gall- 
bladder Cancer. V. A. McKusick.—p. 965. 

Cesarean Sections which Should Have Been Done. S. H. Wills and J. 
Moore.—p. 968. 

Immediate Treatment of Incomplete Abortion: Review of 500 Patients 
Treated by Surgical Evacuation of Uterus. QO. L. Davidson, W. P. 
Maury and J. L. Seale.—p. 972. 

Aureomycin in Preoperative Preparation of Vagina. O. DeLozier and L. 
V. McVay Jr.—p. 976. 

Epidemiology of Car Window Accidents. M. S, Thompson and G. H. 
Chambers.—p. 979. 

Executive Health Examinations, J. P. Baker, H. C. Ballou, W. T. Hall 
and others.—p. 984, 


The Virchow-Troisier Node in Cancer of Gallbladder.—Mc- 
Kusick says that within a period of a few months three cases 
of carcinoma of the gallbladder with Virchow-Troisier nodes 
were observed at the Johns Hopkins University Hospital. In 
two of the patients, the appearance of this metastasis was 
one of the earliest and most conspicuous features of the gall- 
bladder carcinoma. The literature on the Virchow-Troisier 
node, which is also known as the signal or sentinel node, is 
briefly reviewed. Virchow first called attention to the asso- 
ciation of an enlarged supraclavicular node with carcinoma 
of the stomach in 1848; and Troisier in 1889 emphasized a 
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more general relationship to intra-abdominal carcinoma. It 
is now recognized that cancers arising in a variety of sites 
can produce this sign. One study disclosed 122 cases with 
metastasis in the Virchow-Troisier node among a total of 
4,365 cases of carcinoma, but neither this nor the review of 
similar case material in Sweden disclosed Virchow-Troisier 
node metastasis in cancer of the gallbladder. However, Mc- 
Kusick mentions several other authors who observed cases 
similar to the three described here. 


Surgery, St. Louis 
34:635-802 (Oct.) 1953 


Results of Operative Treatment of Acute Perforated Peptic Ulcer. L. T. 
Palumbo and G. M. Rugtiv.—p. 635. 

Autopsy Survey of Peptic Ulcer Associated with Other Disease: Review 
of Related Etiological Factors Concerned. F. B. Mears.—p. 640. 

Observations on Preparation of Hyperthyroid Patients for Subtotal Thy- 
roidectomy with Propylthiouracil. S. P. Asper Jr.—p. 655. 

*Adrenalectomy for Hypertension: Advantages of the Anterior Abdominal 
Approach. R. F. Bowers, F. H. Knox Jr. and B. R. Gendel.—p. 664. 

*Use of Aortic Occlusion in Abdominal Surgery with Report of Two 
Human Cases: Preliminary Report. B. H. Burch, D. W. Traphagen 
and M. J. Folkman.—p. 672. 

Experimental Augmentation of Coronary Flow by Retardation of Arterial 
Pressure Pulse. A. Kantrowitz and A. Kantrowitz.—p. 678. 

Closed Lower Leg Amputations in Arterial Insufficiency. W. S. Edwards 
and .R. R. Linton.—p. 688. 

Critical Analysis of End Results in Fractures of Femoral Shaft Treated 
by Intramedullary Nailing. E. A. Brav.—p. 693. 

Axillary Gland Dissection with Preservation of Pectoral Muscles for 
Carcinoma of Upper Extremity. H. C. Spear.—p. 701. 

*Nonsimultaneous Bilateral Carcinoma of Breast. T. B. Hubbard Jr. 
—p. 706. 

Cholescintigram: Preliminary Report. E. T. Yuhl, L. A. Stirrett, M. R. 
Hill Jr. and J. M. Beal.—p. 724. 

Surgical Correction of Panniculus Adiposus Abdominis. H. G. Moore 
Jr. and H. N. Harkins.—p. 728. 

Excretion of Antibiotics, Dyes, and Radioactive Substances Through 
External Pancreatic Fistula. P. C. Rumore, G. A. Olander and C. B. 
Puestow.—p. 735. 

An Evaluation of Esophagitis in Dogs Following Heller and Grondahl 
Operations With and Without Vagotomy. E. D. Geever and K. A. 
Merendino.—p. 742. 


Adrenalectomy for Hypertension.—Bowers and his associates 
set up a protocol for the study of the benefits from adrenal- 
ectomy in severe hypertension. The patients were selected by 
the cardiologist, who insisted on the presence of the follow- 
ing factors: (1) uncontrollable malignant hypertension or (2) 
chronic hypertension in patients in whom organic changes are 
unquestioned and in whom a prognosis‘of death within one 
year is anticipated. The four systems, brain, blood vessels, 
heart, and kidneys, were studied, and all patients showed 
organic changes in all four systems. Encephalopathy with 
cerebral accidents, blinding from choked disk, and episodes 
of cardiac decompensation or of coronary disease do not con- 
traindicate adrenalectomy for hypertension, unless the cardiac 
condition is so poor that temporary improvement is not pos- 
sible. Poor kidney function appears to be the only real con- 
traindication; it was learned that operation involves grave 
danger if urea clearance is less than 50%. The authors de- 
cided to perform a two stage adrenalectomy, leaving a small 
piece of adrenal tissue on the left side and removing the 
entire right adrenal. A part of the left adrenal was left be- 
cause the best blood supply seemed to exist in the left lower 
pole. While a lumbar, abdominal, or thoracolumbar approach 
is possible for adrenalectomy, the abdominal approach per- 
mits palpation of both adrenals through one incision, so that 
the operator knows whether a tumor exists in either gland 
before any adrenal tissue is removed. The authors describe the 
technique for left partial and for right total adrenalectomy 
and say that the interval between stages varies according to 
the condition of the patients, but the average is two to four 
weeks. Four postoperative deaths occurred in 23 cases, when 
experience with this method was still very limited. A fifth 
fatality occurred about two months after operation. There 
has been only one instance of failure to reduce the systolic 
and diastolic pressures to normal. Eighteen patients*are being 
followed. Many of the patients have survived more than one 
year, but the period is not long enough for satisfactory evalu- 
ation. All patients, except two, require cortisone maintenance 
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therapy ranging from 3 mg. every three days to 25 mg. daily; 
one requires 60 mg. daily. Substitution therapy is not expens- 
ive, costing about 35 cents per day. A staff competent to handle 
Addisonian crisis must be available. Good results are noted 
in malignant hypertension as well as in chronic cases with 
marked arteriosclerosis. The patient should be told that treat- 
ment involves endurance of a controllable, mild hypoadrenal 
state instead of a fatal hypertensive state. 


Use of Aortic Occlusion m Abdominal Surgery.—At present 
palliative surgical resections are done whenever there is a 
single metastasis to the liver, because attempts at hepatic 
resection are usually followed by uncontrollable hemorrhage. 
Burch and associates studied the effect of aortic occlusion in 
resection of the liver. In the past either temporary or perma- 
nent aortic occlusion has been reserved for use in those pa- 
tients in whom collateral circulation had been previously estab- 
lished; it had never been used to facilitate surgical procedures, 
other than those concerned with the aorta itself. The duthors 
planned procedures to determine the time that the abdominal 
aorta might be occluded just above the celiac axis. Dogs were 
prepared by intravenous administration of pentobarbital (Nem- 
butal) and were maintained throughout the surgical procedures 
on a mixture of oxygen and ether. The aorta above the celiac 
axis and the portal vein were occluded for 20 minutes without 
fatality. Subtotal hepatectomy was easily accomplished with- 
out blood loss. A maximum safe time of aortic occlusion was 
found to be 20 minutes; when the occlusion was extended 
to 30 minutes, fatalities occurred. When occlusion lasted 40 
minutes, the mortality was 100%. In order to increase the 
safe time of occlusion beyond 20 minutes, the aorta and 
portal vein were occluded for 10 minute intervals to allow 
time for recovery before the next clamping. Judging from 
the appearance of the vessels along the stomach, at least 20 
minutes was required for the circulation to return to normal, 
but the occlusion could be extended to 40 minutes without 
a fatality. Some change was noted in each animal subjected 
to aortic and portal vein occlusion, but the changes were most 
profound in those that died. In all animals surviving aortic 
occlusion the histological findings were limited to the kidney 
and consisted of casts in the collecting tubules and minimal 
degeneration of the tubular epithelium. In the animals dying 
as a result of aortic occlusion, changes were found in the 
liver and kidney. Death was believed to be at least partly due 
to liver failure. The course of the animal experiments in- 
duced the authors to employ aortic and portal vein occlusion 
in two patients in whom the left lobe of the liver was re- 
sected. One patient was discharged on the seventh day. The 
second patient died several days after a 12 in. (30.48 cm.) 
loop of necrotic jejunum had been resected on the fifth day 
after the liver operation. Autopsy revealed gangrene of the 
entire small bowel, which may have been caused by aortic 
clamping. Postoperative heparinization is suggested for elderly 
patients after temporary aortic occlusion. The authors feel 
that aortic occlusion is a possible solution when uncontrollable 
hemorrhage is encountered during hazardous abdominal pro- 
cedures or secondary to trauma. 


Nonsimultaneous Bilateral Carcinoma of Breast.—The occur- 
rence of carcinoma in the remaining breast after radical re- 
moval of the other breast for cancer is familiar to most sur- 
geons. The question has been raised whether the incidence 
of later carcinoma is sufficiently great to warrant routine 
prophylactic removal of the contralateral breast at the time 
of treatment of the first carcinoma. The worth of such a 
program would depend on a comparison of the number of 
lives saved and the mortality and morbidity (both physical 
and mental) incurred with such a procedure. Hubbard says that 
at Wangensteen’s suggestion this problem was investigated by 
(1) a study of the incidence of nonsimultaneous bilateral breast 
cancer and (2) a study of the characteristics of patients with 
such bilateral cancers. Hubbard in this report is concerned 
chiefly with the problem of nonsimultaneous bilateral cancer. 
At the University of Minnesota Hospitals the case records 
of 272 consecutive patients with a microscopically proved 
breast carcinoma were studied. Summarizing these studies the 
author says that, when a woman has had a cancer of one 
breast, the risk of cancer in the opposite breast cannot be 
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ignored. The prophylactic. removal. of the asymptomatic breast 
in patients with one breast cancer has revealed minute un- 
suspected cancers in 2 of 16 cases. A follow-up study of 
patients operated on for carcinoma of the breast at least 10 
years before reveals an incidence of nonsimultaneous bilateral 
cancer of 3.4%. This is greater than that found in the popu- 
lation at large with regard to women under 50 years of age 
at the time of the first cancer, but not with regard to women 
over 50 years of age at the time of the first cancer. Age 
distribution shows a slight shift to the younger age groups 
in bilateral cancers, compared to unilateral cancers. However, 
per unit of time, younger women have not been shown to 
undergo a significantly greater risk than those who are older. 
The satisfactory survival rate after the second cancer suggests 
that many of the latter are true primary lesions. Patients 
with bilateral breast cancer show no unique characteristics 
in regard to the location of the tumors, axillary node involve- 
ment, sexual history, tumor type, or benign breast lesions. 
There is some strongly suggestive, though inconclusive, evi- 
dence that pregnancy after a single breast cancer may pre- 
dispose to cancer in the other breast. Patients with bilateral 
cancer appear to have a significantly greater number of 
mothers and sisters with breast cancer than do those with 
unilateral carcinoma. Prophylactic simple mastectomy of the 
opposite breast is recommended for those patients who have 
an operable breast cancer and who (a) have a family history 
of breast cancer or (b) are premenopausal and desire to be- 
come pregnant. All other patients with unilateral breast can- 
cer, not included in these two groups, should not have a 
routine prophylactic simple mastectomy, but should be fol- 
lowed carefully with frequent examinations of the remaining 
breast. 


Texas Reports on Biology and Medicine, Galveston 
11:377-582 (No. 3) 1953. Partial Index 


Studies of In Vitro Conversion of Carotene to Vitamin A. J. G. Bieri 
and C. J. Pollard.—p. 402. 

Vasoconstriction Action of Hyaluronidase in Frogs and Dogs. F. E. 
Emery.—p. 412. 

Levels of X-Radiation Exposure Required to Destroy Immunity to 
Salmoneila Typhimurium. J. D. Fulton and R. B. Mitchell.—p. 417. 

Creativeness in Medicine. A. Gregg.—p. 440. 

*Spontaneous Neoplasia in Female Parabiotic Rats. C. E. Hall, O. Hall 
and A. W. B. Cunningham.—p. 448. 

Microcolorimetric Method for Determination of Glucose. S. C. Harvey 
and V. Higby.—p. 489. 

Electron Microscopic Studies of Virus of German Measles (Rubella) 
R. L. Reagan, N. Strand a.d A. L. Brueckner.—p. 502. 


Spontaneous Neoplasia in Parabiotic Rats.——When rats are 
placed in parabiosis many of the pairs succumb to a condi- 
tion that has been named “parabiotic intoxication.” This con- 
dition results in one of the partners becoming small and 
anemic, whereas the attached parabiont becomes flushed and 
hyperemic. Recently it has been observed that, in about 40% 
of the pairs that do not succumb to intoxication, hypertension, 
accompanied by widespread cardiovascular lesions, and occa- 
sionally arthritis develops in one. The present communication 
is concerned with neoplasia in parabiotic rats. In 20 pairs of 
female parabiotic rats maintained for approximately a year 
in parabiosis, 5 pairs developed neoplasms. Three of these 
were of the lymphosarcoma type and in each case were con- 
fined to one partner. In the remaining two cases, a carcinoma 
and a giant cell tumor of periosteum or tendon sheath, re- 
spectively, both partners were involved. No tumors were de- 
tected in 34 rats, but 15 of the pairs are still alive and are 
being observed for tumor formation. It is concluded that the 
state of parabiosis predisposes in some as yet undetermined 
way to tumor formation. In speculating about factors re- 
sponsible for the high incidence of neoplasia in parabiotic 
animals the authors point out that, of the five tumors en- 
countered, three were lymphosarcomas. The lymphatic organs 
are intimately concerned in reactions to stress, and it may be 
that the stress is at least a contributing factor to lymphatic 
tumor development. It has been noticed that rats placed in 
parabiosis show early involution of lymphoid tissues. That 
this may be provocative of later tumor development is sug- 
gested by the observations that x-irradiation of mice, a process 
that produces lymphoid involution, also produces lymphomas. 
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U. S. Armed Forces Med. J., Washington, D. C. 


4:1387-1542 (Oct.) 1953. Partial Index 


Psychiatry in Korean Campaign: Historical Review. A. J. Glass.—p. 1387. 

Military Aspects of Diagnosis of Epilepsy. H. S. Colony and B. I. Kahn. 
—p. 1412. 

Treatment of Neurogenic Bladders with Banthine. R. M. Fenno and 
Cc. C. Dodson.—p. 1417. 

Physiologic Effects of Certain Explosives and Chlorinated Hydrocarbon 
Solvents. J. H. Foulger.—p. 1425. 

Incidence of Rubella at Army Post. H. Sandberg and I. H. Simmons. 
—p. 1434. 

Effect of Oral Estrogens on Serum Cholesterol and Total Lipids. W. C. 
Marett and J. R. Vivas.—p. 1439. 

Diphtheria Outbreak in Alaska. V. H. Alder.—p. 1449. 

Postcholecystectomy Syndrome. R. T. Gants.—p. 1457. 

Army Preventive Medicine Technicians: Their Schooling and Background. 
J. D. Flintjer—p. 1468. 

Delayed Rupture of Spleen: Report of Three Cases. T. A. Kirk Jr. and 
L. L. Haynes.—p. 1480. 

Retrocaval Ureter. C. J. Van Tassel Jr.—p. 1486. 

Pituitary Eosinophilic Adenoma: Report of Case with Multiple Compli- 
cations. M. Presti, R. G. Rigler and F. B. Clare.—p. 1491. 

*Generalized Vaccinia in Presence of Diffuse Dermatitis. R. J. Hall. 
—p. 1503. 

Supernumerary Intrathoracic Rib: Case Report. W. M. Marbut and W. L. 
DeGinder.—p. 1507. 

Eosinophilic Granuloma of Bone. R. G. Lester.—p. 1511. 


Generalized Vaccinia in Presence of Diffuse Dermatitis.—After 
commenting on the relative rarity of generalized vaccinia as 
a complication of vaccination for smallpox, Hall presents the 
history of a man, aged 21, who had never been immunized 
for smallpox prior to entering military service. He was vac- 
cinated on Aug. 30, 1952, with no “take.” In early December 
he noted a pruritic oozing eruption in the left axilla, which 
by January had spread to the groin, perineum, neck, and 
face. He was revaccinated at a replacement depot on Feb. 7, 
1953, in spite of the dermatitis. The rash became worse, and 
treatment with penicillin was started at his unit dispensary 
on Feb. 13. The next day he complained of malaise, headache, 
and chills. His headache became severer, and a red papular 
rash appeared on his face. When he was admitted to the 
dispensary two days later, his temperature was 104 F (40 C). 
The vaccination at this time was pustular, surrounded by a 
large area of erythema and edema, and beginning to form a 
superficial crust. Since the high temperature persisted, he was 
hospitalized on Feb. 19, when innumerable pustular encrusted 
lesions, discrete and confluent, were present over his face, 
eyelids, neck, axillas, groins, genitalia, and popliteal areas. 
Massive edema of his face prevented opening the eyes; both 
auditory canals were draining. A diagnosis of generalized 
vaccinia was made. Antibiotic therapy was instituted. A diffuse 
morbilliform rash appeared on the third day and rapidly faded 
during the next two days. The cutaneous lesions were exposed 
to the air to facilitate drying. The edema had almost com- 
pletely subsided by the fifth hospital day, and crusting of the 
lesions started. Improvement continued, and almost complete 
clearing occurred by the 21st hospital day. Minimal scarring 
resulted. The absence of immunity from previous vaccination 
and the concomitant dermatitis appeared to be related to the 
occurrence, severity, and distribution of the generalized vac- 
cinia. Persons with active skin lesions should not be vaccinated. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 


61:559-622 (Oct.) 1953 


Hyperparathyroidism. L. D. Heaton and R. Cohn.—p. 559. 

Mechanisms of Gas Patterns in Intestinal Obstruction. D. Metheny and 
Vv. O. Lundmark.—p. 566. 

*Effect of Ligation of Major Divisions of Celiac Axis in Portal Cirrhosis. 
W. K. Jennings and J. P. Blanchard.—p. 569. 

Acute Pseudomembranous Entercolitis Following Surgery of Colon. O. H. 
Pflueger and M. B. Black.—p. 580. 

Villous Adenomas of Large Intestine. R. V. Byrne.—p. 589. 

Experiences with Transthoracic Removal of Renal and Adrenal Tumors. 
T. R. Montgomery and M. S. Rosenblatt.—p. 593. 

Problems in Management of Acute Severe Burn. F. P. Shidler.—p. 599. 

Preliminary Experimental Observations of Nature, Extent and Repair of 
Gunshot Injuries of Aorta. H. G. Moore Jr., L. M. Nyhus, E. A. 
Kanar and H. N. Harkins.—p. 607. 


Ligation of Branches of Celiac Artery in Portal Cirrhosis.— 
Four men and three women between the ages of 47 and 77 
with portal cirrhosis were treated by ligation of two or more 
branches of the celiac artery. In the first two, only the hepatic 
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and splenic arteries were ligated, while in the others splenic, 
hepatic, and left gastric arteries or left gastric and hepatic 
arteries were ligated. Of the seven patients, two are alive and 
free of symptoms at 24 months and six months, respec- 
tively, after the surgical intervention. The remaining five died 
within from five days to five months after the surgical inter- 
vention. In 46 cases of portal cirrhosis collected from the 
literature in which hepatic and splenic artery ligations were 
performed, 21 patients survived the surgical intervention for 
an average period of 14 months during which they were re- 
lieved of the symptoms for which the operation was performed. 
Ligation of the hepatic, splenic, and left gastric arteries is 
best accomplished through the omental bursa with the stomach 
rotated upward 180 degrees. A careful search should be made 
for anomalous, or accessory, hepatic arteries. The frequency 
of such an anomaly must be borne in mind when attempting 
to reduce radically the inflow of arterial blood into the liver. 
Insufficient time has passed to permit accurate appraisal of 
the effectiveness of hepatic, splenic, and left gastric artery 
ligations in the treatment of portal cirrhosis, but the experi- 
mental work of Dock, Berman, Markowitz, and others, to- 
gether with the encouraging results observed in a limited 
number of patients otherwise doomed to an early death, marks 
the multiple artery ligation procedure as one which deserves 
thoughtful indulgence. Active bleeding, continued jaundice, 
and an enlarged liver should be regarded as contraindications. 
The patient with an atrophic liver and well-established col- 
lateral circulation may expect to derive the greatest benefit 
from this method. The operation is much less formidable than 
those in which venous anastomoses are performed and can 
be employed for patients who are not suitable risks for a 
“shunt.” 


Wisconsin Medical Journal, Madison 
52:541-584 (Oct.) 1953 


Mesenteric Vascular Occlusion. A. W. Overgard and J. W. Johnson. 
—p. 541. 

Aerosol Therapy in Children. F. C. Stiles.—p. 543. 

*Skiing and Heart Strain. A. A. Holbrook.—p. 546. 

Development of Health Examination Programs for Employees of Wis- 
consin Schools. A. A. Pleyte and D. Sternitzky.—p. 549. 


Skiing and Heart Strain—Holbrook asserts that skiing at 
high altitudes subjects the heart to types of strain that can 
precipitate attacks of angina pectoris in susceptible persons. 
These factors include breathing cold air, especially the cold 
wind incident to the downhill run, and the excitement and 
emotional stresses from which neither expert nor beginner is 
immune. The net result is a strain on the heart, since the de- 
mand for oxygen by the myocardium is greater than the 
coronary arteries can supply. When the amount of oxygen is 
inadequate, ischemia results. Depending on the degree of 
ischemia, changes in the T-waves of the electrocardiogram 
usually occur, and the patient may experience pain. If the 
hypoxic state of the myocardium is profound and _ persistent, 
organic damage may involve focal areas and produce devi- 
ations in the RS-T segments of the electrocardiogram, the 
so-called “strain pattern.” After reviewing the literature on 
this problem, the author describes his studies on the effects of 
violent exercise (squash playing) on the electrocardiograms of 
seven men of various ages and states of athletic training. Evi- 
dences of heart strain were obtained in the three older subjects. 
A survey to determine the incidence of heart attacks while ski- 
ing revealed only one case, and that appeared to have happened 
incidentally, since the victim had just put on his skis. The 
author feels that skiing, especially at altitudes above 6,000 ft. 
(1,840 M.), imposes a strain on the heart. The most likely ex- 
planation for the negligible incidence of heart attacks among 
skiers is that persons with coronary insufficiency either do 
not ski or, if they do, they ski within their limitations. Mem- 
bers of the audience to which this report was presented 
informed the author of three cases of fatal heart attacks asso- 
ciated with skiing. Postmortem proof of coronary occlusion, 
however, was known to have been obtained in only one of 
them. 
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Archiv fiir Dermatologie und Syphilis, Berlin 
196:319-412 (No. 4) 1953. Partial Index 


Biological Oxidation in Human Skin. I. von Glasenapp and G. Leonhardi. 
—p. 319. 

Comparative Investigations on Free Amino Acids in the Cantharis Blister 
and in Serum. W. Adam and G. W. Korting.—p. 325. 

Contribution to the Problem of True Hermaphroditism. F. Pirner and 
S. Borelli—p. 329. 

Demonstration of Antibiotic Metabolic Products in Cultures of Fungi 
Pathogenic for the Skin. P. Héhle.—p. 356. 

*Disseminated Postphlebitic Calcifications of the Leg (Calcinosis Sub- 
cutanea Postphlebitica). B. Lindner.—p. 403. 


Postphlebitic Disseminated Cutaneous Calcifications.—Roent- 
genograms of the lower extremities occasionally reveal cal- 
cified areas, which, when of limited extent, usually are locally 
related to the vascular system. Sometimes they can be de- 
tected by palpation and represent varicoliths in the lumen of 
varicose veins, or they are calcium deposits in the walls of 
arteries or veins. In other cases they are disseminated. Ex- 
posures in two planes or stratigraphy reveal that the majority 
if not all calcifications in the lower extremities are limited 
to the subcutaneous areas. In severe cases they represent the 
picture of a plane-like disseminated calcinosis of the lower 
extremities. After observing one case, a systematic search at 
the dermatological clinic with which Lindner is connected re- 
vealed that cases of this type are not so rare as reports might 
indicate. Twenty additional cases, all in women, were found 
in the course of one year. Eight of these patients had con- 
crements that differed from the more frequently observed vari- 
colithiasis in that they appeared plane-like not only in the 
roentgenogram but also on palpation. Clinically, the involved 
extremities all showed the so-called varicose complex, that is, 
there were varicosities, ulcerations, eczema, and pigmented 
areas indicating chronic congestive diapedesis. Most of the 
women who had this form of calcification were past 60 years 
of age; all had severe chronic phlebitis; nearly all had had 
recurrent attacks of acute thrombophlebitis. The concurrence 
of phlebitis and of cutaneous calcifications indicates patho- 
genetic relationship. It is possible that metabolic disturbances 
resulting from venous stasis causes the phleboliths, calcifica- 
tions of the venous walls and also of the subcutaneous tissues. 
Phlebographic and histological investigations demonstrated that 
calcium deposits may occur in the veins, and also outside of 
the vessels. The name applied to this syndrome regarded as 
a definite entity is postphlebitic subcutaneous calcinosis. 


Archives Francaises de Pédiatrie, Paris 
10:785-900 (No. 8) 1953 


*External Ventricular Drainage in Intracranial Hypertension of Tuber- 
culous Meningitis. C. Quersin.—p. 785. 

Lipoid Nephrosis in Children: Analysis of 15 Cases. M. Lelong, R. Joseph, 
J.Vialatte, P. Canlorbe and G. Lagrue.—p. 807. 

Congenital and Familial Epidermolysis Bullosa. P. Rohmer, E. Schnee- 
gans, J. Roederer and A. Haarscher.—p. 828. 

Investigation of Mongolism in Northern France: Attempt at Etiopatho- 
genic Study. M. Gérard-Lefebvre, F. Mollet, R. Lefebvre and F. Ber- 


nard.—p. 834. 


Drainage in Tuberculous Meningitis—An improved technique, 
using a polythene tube, of continuous external ventricular 
drainage of the cerebrospinal fluid for the relief of intracranial 
hypertension in tuberculous meningitis has been used by the 
author and his colleagues to perform 77 drainings in 64 chil- 
dren with tuberculous meningitis. Significant amounts of cere- 
brospinal fluid—200 to 300 cc. daily—were removed from each 
child. Technical difficulties were reduced to a minimum but 
could not be eliminated entirely. In this series of 64 patients, 
19 were cured and 45 died. In those cured, the hypertension 
was relieved, as evidenced by a progressive decrease in the 
amount of fluid being drained. In some patients the amount 
showed no tendency to decrease. Drainage produced its most 
spectacular effects—disappearance of headache and vomiting 
and regression of disturbances in consciousness—on the older 
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children and on the ones in whom the disease had been diag- 
nosed relatively early in its progress. It did not have any signi- 
ficant effects on children who were very young (under 5 
years), unconscious, or already definitely comatose. The impor- 
tance of the drainage method as a factor in the cures effected 
cannot be evaluated. The fact that many patients remained 
unconscious despite ventricular drainage shows that  intra- 
cranial hypertension per se is not as important a cause of 
critical symptoms as are the neural lesions themselves. For 
patients in whom the amount of cerebrospinal fluid drained 
does not significantly decrease within the first 10 days of drain- 
age, a special neurosurgical intervention should be devised 
(eventually an internal shunt of the cerebrospinal fluid from 
the meningeal spaces into a cavity of the temporal bone). 


Brain, London 
76:337-514 (Sept.) 1953 


Some Aspects of Human Orientation in Space; Dynamic Nature of 
Nervous Activity: “Motion Sense,” Sense of Direction. W. Gooddy 
and M. Reinhold.—p. 337. ; 

Ischaemic Lesions in Brain-Stem Associated with Raised Supratentorial 
Pressure. L. Wolman.—p. 364. 

Subdural Haematoma Complicating Intracranial Aneurysm and Angioma. 
E. Clarke and J. N. Walton.—p. 378. 

Stimulation of Medial Surface of Human Cerebral Hemisphere After 
Hemispherectomy. J. A. V. Bates.—p. 405. 

Aberrant Regenerating Nerve Fibers in Injury to Spinal Cord. R. Druck- 
man and W. G. P. Mair.—p. 448. 

So-Called Medial Root of Optic Tract is Essentially Visual Commissure. 
E. Wolff.—p. 455. 

Reaction to Passive Straining of Joints (Bending Reflex) in Patients with 
Frontal Lobe Lesions. H. Seyffarth.—p. 457. 

*Certain Sequelae of Closed Head Injuries: Pathological Basis of ‘“Post- 
Traumatic Syndrome.” A. A. McConnell.—p. 473. 

Subdural Air after Pneumoencephalography. A. A. McConnell.—p. 485. 

Pyramidal Tract Fibres from Temporal and Occipital Lobes: An Experi- 
mental Study in Cat. PF. Walberg and A. Brodal.—p. 491. 

Note on Fibre Content of Fornix System in Man. H. Daitz.——p. 509. 


Sequelae of Closed Head Injuries——Many patients after ap- 
parent recovery from a closed head injury complain of head- 
ache, giddiness, and various mental disturbances. The terms 
“post-contusional state” and “post-concussional state” are not 
satisfactory, because these symptoms can develop in patients 
who never had contusion or concussion. The term “post-trau- 
matic state” is now in common use. During the last war large 
numbers of patients in this state were investigated, and the con- 
clusion was that the patient who complained of headache, 
with or without the other components of the post-traumatic 
syndrome, had structural damage to the brain or some sort 
of a neurosis, or both. There are reasons for rejecting the 
“neurotic” hypothesis as a complete explanation of the post- 
traumatic syndrome, because, whatever the personality of the 
patient, a basic pattern can be discerned in the syndrome— 
headache, dizziness, inability to concentrate, or faulty memory. 
McConnell found many years ago that exploration through 
bilateral burr holes in the skull could yield information not 
obtained by any other means. He reviews the conditions found 
in 75 consecutive cases classifiable under “post-traumatic syn- 
drome.” In all but 2 cases a pathological condition was 
demonstrated, and in 68 out of the 75 cases it was possible to 
remove the lesion. Elevation of intracranial pressure was found 
in all, except the two cases. The brain appeared tight, with 
little or no pulsation, and when fluid was found it escaped 
under pressure from within. When the fluid, or blood, was re- 
leased the whole appearance of the intracranial state changed. 
The brain retreated and its pulsations became full and free. 
The author concludes that the pathological basis of the post- 
traumatic syndrome is a state of chronic elevation of intra- 
cranial pressure, due, in over 80% of patients, to a leakage of 
cerebrospinal fluid into the subdural space. This fluid accumu- 
lation can be demonstrated by the second day encephalogram 
and removed through burr holes in the skull. However, only 
an experienced neurosurgeon should perform this operation, 
because chronic elevation of intracranial tension may be due 
to any one of many lesions and various complications may 
arise. 
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British Journal of Tuberculosis, London 
47:189-252 (Oct.) 1953. Partial Index 


Artificial Pneumoperitoneum in Treatment of Pulmonary Tuberculosis: 
Late Foilow-Up of 101 Patients. J. R. Edge.—p. 202. 

Non-Opaque Foreign Bodies Impacted in Glottis, Trachea and Bronchi. 
N. Asherson.—p. 209. 

Bronchography Using Two New Media. N. McSwan and G. W. Allan. 
—p. 216. 

Tuberculous Portal Pyaemia with Splenomegaly. P. O. Leggat, G. P. 
Jones and P. J. Taylor.—p. 221. 

Bronchography: Plea for Use of Suspension of Sulphanilamide in Iodised 
Oil. P. L. Salinger and H. G. H. Houghton.—p. 225. 

Finger Clubbing and Changes in Bronchial Circulation. L. Cudkowicz and 
J. B. Armstrong.—p. 227. 

*Thyroid Enlargement During P.A.S. Therapy. T. W. Davies, D. B. 
Morgan and J. H. Thomas.—p. 233. 


Thyroid Enlargement During Treatment with p-Aminosalicylic 
Acid.—Davies and associates list gastroenterologic upsets, fever, 
rashes, adenopathy, photophobia, conjunctivitis, renal mani- 
festations, joint pains, peripheral neuritis, liver damage, pro- 
longed coagulation time, hypoprothrombinemia, reduced 
capillary resistance, purpura, lowered blood potassium, cardiac 
irregularities, muscular weakness, and alteration of the blood 
lipase as the undesirable side-effects that have been known to 
result from treatment with p-aminosalicylic acid (PAS). To this 
list they add thyroid enlargement, which they observed in 
two patients. The first patient, an 8-year-old boy, was treated 
with bed rest supplemented by streptomycin hydrochloride 
(1 gm. daily) and p-aminosalicylic acid (18 gm. daily divided 
in six doses), when a bilateral apical infiltration became reac- 
tivated. When the boy was seen three days after completing the 
therapeutic course of 90 gm. of streptomycin and 1,404 gm. of 
p-aminosalicylic acid, enlargement of the thyroid was noted 
that was of the generalized type observed during thiouracil 
medication. The thyroid swelling had become apparent to the 
patient 15 days earlier, that is, 11 days before the cessation 
of the p-aminosalicylic acid treatment (1,242 gm. having been 
taken). The thyroid enlargement disappeared 77 days after 
cessation of therapy. The second patient was a woman, aged 
32, in whom enlargement of the thyroid was noted after 990 
gm. of p-aminosalicylic acid had been taken. In this patient, 
the thyroid did not return to its original size until 96 days 
after cessation of treatment. The clinical course of the tuber- 
culous lesion was not influenced by the thyroid enlargement 
in either of the patients. The authors feel that the antithyroid 
effect of p-aminosalicylic acid should be taken into considera- 
tion when assessing improvement as judged by gain in weight. 
It is also suggested that care be taken when prescribing 
p-aminosalicylic acid for patients with thyroid enlargement. 


British Medical Journal, London 


2:897-950 (Oct. 24) 1953 
*Changes in Mean Stature and Weight of British Children over the Past 
70 Years. E. M. B. Clements.—p. 897. 
Method for Rapid Estimation of Percentage Oxygen Saturation and 


Oxygen Content of Blood. O. L. Wade, J. M. Bishop, G. Cumming and 
K. W. Donald.—p. 902. 

Thrombophlebitis Migrans and Carcinoma of Body and Tail of Pancreas. 
M. H. Oelbaum and S. J. Stritch.—p. 907. 

Multiple Myelomatosis with Haematemesis and Melaena. T. B. William- 
son.—p. 910. 


Intravenous Iron in Rheumatoid Arthritis: Posssible Prognostic Factors. 
M. R. Jeffrey.—p. 912. 

Actinomycotic Pyaemia. J. D. Blainey and E. O. Morris.—p. 913. 

Action of Thiouracil and Thyroxine Administration on Adrenal Function. 
J. Corvilain.—p. 915. 

Tuberculin Survey in Stoke-on-Trent. J. S. Miller.—p. 917. 

Case of Cor Triloculare Biatriatum with Survival to Adult Life. D. R. 
Barry and D. H. Isaac.—p. 921. 


Stature and Weight of British Children.—It has been definitely 
established that in Great Britain adult stature is reached earlier 
now than it was 70 years ago. In years gone by men belonging 
to the wealthier classes attained their maximum height at an 
earlier age than did men of the poorer classes. Recent data 
for Scotland have shown that the difference in growth rate 
between the social classes has now been eliminated. The present 
paper deals with records of the mean stature and weight of 
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British children over the past 70 years. Anthropometric data 
on children between the ages of 5 to 13 years have been 
examined for each of the following five periods: (1) the late 
19th century; (2) the early 20th century; (3) the period after 
the first world war; (4) the period before the second world war; 
and (5) the period after the second world war. It was found 
that the average stature and weight have increased by from 
2.5 to 3.5 in. (6.35 to 8.89 cm.) and from 4 to 11 Ib. (1.8 to 
5 kg.) respectively over this period of 70 years, the increases 
being greatest in the older children. The increases found are 
greater than can be accounted for by systematic and random 
sampling errors and indicate that, on the average, there has 
been an acceleration of 18 months’ growth. Thus an average 
6-year-old child is now of much the same size as one of 7.5 
years in 1880. The rate of increase in mean stature and weight 
is not constant over the years. It begins slowly and is first 
evident in the lower income group and in the children 5 to 7 
years of age in the upper and middle income groups. The rate 
of increase was greatest in the interwar years, when it was 
shown by all groups. The upward trend was interrupted during 
both the first and the second world war. The increase in the 
mean measurements has been greatest in the lower income 
group, so that the difference that existed in 1880 between the 
average measurements of children in this group and the middle 
income group no longer exists. The differences in stature and 
weight between average children in the upper and lower income 
groups were 4 in. (10.16 cm.) and 7 Ib. (3.2 kg.) in the late 
19th century and 2 in. (5.08 cm.) and 2 Ib. (0.9 kg.) in 1947. 


Canadian Medical Association Journal, Montreal 


69:469-566 (Nov.) 1953 


Osler: The Man Himself. G. S. Young.—p. 469. 
The Diabetic and His Disease. W. deM. Scriver and J. Trenholme. 
—p. 477. 


*Changing Indications for Collapse Therapy in Pulmonary Tuberculosis. 
N. Lewin and M. Aronovitch.—p. 481. 


Impact of Adrenal Hormones on Treatment of Arthritis. D. Robinson. 
—p. 486. 

Spinal Anaesthesia in Obstetrics. C. C. White.—p. 488. 

Sodium Concentration in Drinking Water and Other Fluids and Its 
Significance in Restriction Sodium Intake. M. H. Ferguson and L. A. 
Kay.—p. 491. 

Ineffectiveness of Expectorants. I. Rose.—p. 494. 

Acute Pancreatitis. H. S. Dolan and J. F. Hopkirk.—p. 495. 

Flaccid Quadriplegia Associated with Hyperpotassaemia. G. O. Richard- 
son and J. C. Sibley.—p. 504. 

Diverticulitis of Colon: Six Year Review. H. S. Ford.—p. 506. 


Torsion of Upper Lobe of Right Lung After Pneumolysis. Z. Gorecki. 
—p. 509. 

Plasma Volume, Measured by Iodinated Albumin, and T-1824. L. N. 
Roberts, J. R. Smiley, G. A. Sears and G. W. Manning.—p. 510. 

Gilles de la Tourette’s Syndrome. W. P. Mazur.—p. 520. 

Emergency Treatment of Continuous Gastro-Oesophageal Haemorrhage. 
G. A. P. Hurley.—p. 523. 


Changing Indications for Collapse Therapy.—In order to assess 
the change that has taken place with regard to collapse therapy 
since the introduction of streptomycin and p-aminosalicylic 
acid, Lewin and Aronovitch reviewed the histories of 61 pa- 
tients with tuberculosis who were treated at a Quebec sana- 
torium during the last two and a half years. They tried to 
decide what the treatment of these patients would have been, 
if these drugs had not been available. They found that they 
are now much less inclined to institute collapse therapy than 
they were formerly. They are of the opinion that a clinically 
healed cavity is a good end-result of the therapy and that a 
patient could be discharged without considering further therapy 
after a proper time of observation. They illustrate this with 
some representative case histories. Of 61 patients with cavities 
admitted to their sanatorium, 21 showed cavity closure after 
medical treatment alone. Thirty-one of the 61 patients who 
would have received collapse therapy before the streptomycin 
era were spared these procedures. Thus the use of streptomycin 
and p-aminosalicylic acid has made the authors less ready to 
apply collapse measures early in the patients’ illness, and in 
many cases by so doing they have been able to avoid collapse 


therapy entirely and at the same time shortened the course of 
treatment. 
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Deutsche medizinische Wochenschrift, Stuttgart 
78:1457-1488 (Oct. 23) 1953. Partial Index 


Physician and Educational Counseling. O. Bossert and Bleckmann. 
—p. 1457. 

Polyneuritis Resulting from Isoniazid Therapy. P. Biinger and H. W. 
Schulz-Ehlbeck.—p. 1459. 

Neutralizing Effect of Gamma Globulin Toward Poliomyelitis Virus 
Type 2. R. Haas and H. Schweinsberg.—p. 1462. 

Strabismus and Its Treatment. A. Meesmann.—p. 1464. 

*Treatment of Megaloblastic Forms of Anemia with Vitamin Biz Com- 
bined with Formylfolic Acid. F. Thedering and H. U. Riethmiiller. 
—p. 1470. 





Treatment of Megaloblastic Forms of Anemia.—Of 30 adult 
patients with pernicious anemia, 14 were given injections of 
pure vitamin Biz and 16 were given injections of vitamin Bu: 
combined with formylfolic acid (Eryfol), a chemical inter- 
mediate beiween folic acid and citrovorum factor, for periods 
up to 22 months. Sixty to 90 mcg. of vitamin Biz with simul- 
taneous administration of 20 to 30 mg. of folic acid ‘is the 
optimum dose for the first injection to be given to patients 
with pernicious anemia who have not received previous treat- 
ment. This same dose should be repeated every eight days 
until a full hematological remission is achieved. This dose was 
used for periods up to six months in patients with manifest 
radicular spinal disease, and in severe cases vitamin Biz was 
given in doses up to 200 mcg. per week. Continued treatment 
of patients with pernicious anemia required an average dose 
of 79 mcg. of vitamin B., and 26 mg. of formylfolic acid per 
month given in two injections at two week intervals. Return of 
body weight to normal and restoration of work capacity and 
of vital tonus, in addition to a full hematological remission, 
were obtained with this large dose maintenance treatment. 
The tendency to infection was also reduced considerably. A 
hematological remission could be obtained by both methods 
of treatment, i. e.; with pure vitamin Biz or with vitamin Bis 
combined with formylfolic acid, although somewhat better 
hematological values were obtained with the combined treat- 
ment despite a smaller remission dose given for a shorter 
period. After combined therapy continued for about one year 
this method of treatment seems to be slightly superior to that 
with injection of pure vitamin B,. alone. The combined treat- 
ment is particularly indicated in patients with pernicious 
anemia of many years’ duration. The risk of spinal cord in- 
volvement is not associated with this type of therapy. 


Klin. Monatsbl. fir Augenheilkunde, Stuttgart 
123:385-512 (No. 4) 1953. Partial Index 


Proliferating Diabetic Retinopathy in Diabetic Glomerulosclerosis (Kim- 
melstiel-Wilson). H. Sauer and H. Koch.—p. 395. 

Congenital Folds in Retina and Persistence of Vessels in Vitreous Body. 
G. Mackensen.—p. 417. 

Eye Changes in Temporal Arteritis and in Endangiitis Obliterans. 
E. Meyerratken.—p. 433. 

*Chemical Keratoconjunctivitis in Rayon (Artificial Silk) Industry in 
Saxony. J. Karsch.—p. 440. 

*Chronic Intoxication with Pyroxylin Lacquers. R. Schirmer.—p. 449. 

Causes of Asthenopic Disturbances in Neo-Light Illumination. H. Schober. 
—p. 462. 


Chemical Keratoconjunctivitis in Rayon Industry.—As an 
ophthalmologist in a large rayon (artificial silk) factory, Karsch 
had the opportunity to observe an eye disorder that the workers 
designated as “spinner’s eye” and that is known medically as 
chemical keratoconjunctivitis. As a rule it begins with sensa- 
tions of pressure and with burning and piercing pain in the 
eyes. Photophobia and lacrimation develop gradually. As an 
indication of involvement of the cornea, colored rings or areas 
appear around the lights. During the day these persons have the 
sensation of looking through a veil or being in a fog. The 
annoying symptoms become more evident when the workers 
come in contact with the outside air, and sometimes the symp- 
toms appear only on arising in the morning. Examination 
revealed that some workers have severe and others only very 
slight irritation of the conjunctiva. There are band-shaped 
epithelial defects and swellings in the palpebral fissure, and in 
other cases there is only a slight swelling of the epithelium 
that appears in the form of a grayish turbidity or stippling. 
The pupil is somewhat contracted, but this miosis is the result 
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of corneal irritation; the iris itself is not irritated. Clinical 
observations indicate that this chemical keratoconjunctivitis 
is caused by hydrogen sulfide, since similar eye changes have 
been observed in other industries using this chemical. It is 
probable that carbon disulfide favors the harmful effects of 
hydrogen sulfide, since the former has a drying effect and 
thereby influences the threshold of concentration. Prevention 
of chemical keratoconjunctivitis is mostly a problem of ventila- 
tion of the spinning rooms and machines. The contributing 
role of carbon disulfide was proved by the fact that when 
warmer air from the washing rooms, which was saturated with 
carbon disulfide was led into the spinning rooms the incidence 
of the eye disorder increased. 


Chronic Intoxication with Pyroxylin Lacquers.—The cases of 
intoxication described in this paper occurred in men who for 
months or years had sprayed or painted parts of machinery 
with pyroxylin lacquers. The studies reported were brought 
about by the discovery of acute retrobulbar neuritis in one of 
these workers, who had had contact with pyroxylin lacquer for 
about four years. Examination revealed no neurological indica- 
tions of a systemic disease, but laboratory tests suggested an 
intoxication with pyroxylin lacquers. Observations on this man 
led to examination of five other workers with the same occupa- 
tion. The results of these examinations indicate that intoxica- 
tion with pyroxylin lacquer exerts its effect in the beginning 
chiefly on the blood coagulation and prothrombin time. A rela- 
tively moderate to severe monocytosis with relatively atypical 
forms also seems to be a comparatively early manifestation. 
Examination of the sternal punctate gives some valuable 
information. 


Lancet, London 


2:843-892 (Oct. 24) 1953 


Children in Hospital: Preparation for Operation. R. Mac Keith.—p. 843 

*Radiography in Diagnosis of Hyaline Membrane. I. Donald and R. F 
Steiner.—p. 846. 

Radiology of Chronic Bronchitis. G. Simon and H. J. B. Galbraith 
—p. 850. 

Thorium Deposits in Liver Demonstrated During Life. M. C. Berenbaum 
and C. A. Birch.—p. 852. 

Aseptic Necrosis of Bone in Caisson Disease. J. Ronald.—p. 855. 

Use of Ethylene Diamine Tetraacetic Acid (Versene) for Removing 
Fission Products from Skeleton. J. M. Vaughan and M, L. Tutt 
—p. 856. 

Malnutrition in the Elderly. H. Fuld and K. V. Robinson.—p. 860. 

Incision for Acute Appendicitis. M. R. Ewing and A. K. Monro.—p. 864 


Radiography in Diagnosis of Hyaline Membrane.—lIt is now 
widely recognized that hyaline membrane in the lungs of new- 
born infants has some connection with atelectasis, which is 
the most important single cause of death in premature infants 
The diagnosis of hyaline membrane is difficult. At best a guess 
may be made that hyaline membrane may be present if, within 
the first few hours of life, a baby exhibits increasing dyspnea, 
grunting respirations, inspiratory recession (either subcostal, 
intercostal, sternal, or suprasternal), the use of accessory 
muscles, cyanosis, poor air entry, and bouts of apnea. The 
diagnosis is still more likely if the baby is premature or has 
been delivered by cesarean section because of maternal dia- 
betes; but a similar clinical picture can be evoked by other 
conditions, such as intraventricular and subdural hemorrhage, 
primary atelectasis, pneumonia, esophagotracheal _ fistula, 
diaphragmatic hernia, and pulmonary hypoplasia. To learn 
how far hyaline membrane is reversible demands diagnosis 
before death. Donald and Steiner utilized radiography. Three 
different stages in the evolution of hyaline membrane were 
identified radiologically and correlated with the clinical and 
necropsy findings: (1) First a fine military mottling throughout 
the lung fields appears. (2) This is followed in the progressive 
lesion by a coarser and more coalescent type of opacity. At 
this stage the bronchial tree is often clearly demarcated. (3) 
Finally the shadows become confluent as a result of lobar or 
lobular consolidation and collapse. The baby may die of some 
other lesion—associated intraventricular hemorrhage—before 
all three stages are radiologically demonstrable, and unless 
radiographs are taken every few hours, all the different stages 
may not be observed. The authors review the histories of 28 
newborn infants with respiratory distress and who exhibited 












ESS Mv Ve NE ll 


TT lUh/ h6[US 


—_ OO DM OD eee 


Vol. 154, No. 3 


interesting radiological changes. Many other cases were in- 
vestigated, but since they do not concern the subject of this 
paper, they are omitted. Five groups of cases are differentiated. 
The 11 cases of group 1 showed significant radiological signs, 
and hyaline membrane was found at necropsy. The eight cases 
of group 2 showed clinical signs of atelectasis, but no radio- 
logical signs, and hyaline membrane was not found at necropsy. 
The authors class as group 3 infants without radiological signs, 
but in whom hyaline membrane is found at autopsy. No such 
cases were observed. Group 4 comprised four infants with 
radiological and clinical signs, but since these children re- 
covered, the diagnosis remains unproved. In the five cases of 
group 5, radiological signs were present, but, since lesions other 
than hyaline membrane were found at necropsy, this last group 
is considered as false positives. 


Medical Journal of Australia, Sydney 
2:481-516 (Sept. 26) 1953. Partial Index 


Hansen’s Disease in New Guinea. J. G. Sloman.—p. 487. 

*Gall-Stones in 7,000 Post-Mortem Examinations. J. B. Cleland.—p. 488. 

Recurrent Rectal Prolapse: Operative Method of Treatment. K. W. 
Starr.—p. 490. 

*Functional Adrenal Cortical Carcinoma Complicated by Perforated Gas- 
tric Ulcer: Report of Case with Post-Mortem Findings. C. H. Camp- 
bell.—p. 494. 


Gallstones in 7,000 Postmortem Examinations.—Cleland found 
gallstones in 871 of 7,000 postmortem examinations, that is, in 
434 men and 437 women. Since the number examined included 
about twice as many men as women (4,592 men and 2,401 
women), gallstones are more than twice as frequent in women 
as in men. Gallstones begin to be common in men in the 50’s 
(1 in 11) and in women in the 30’s (1 in 9). One at least in six 
men over 70 years and one in each three women aged over 70 
years will have gallstones. The pigment type seems the com- 
monest in men and the facetted in women. There does not 
seem to be any association between gallstones and malignant 
disease or between gallstones and cardiac infarction or fibrosis. 


Adrenal Cortical Carcinoma and Perforated Gastric Ulcer.— 
Campbell points out that peptic ulceration is one of the compli- 
cations that may arise during treatment with some of the 
adrenal glucocorticoid hormones or corticotropin. He reports 
the history of a woman, aged 72, who had an adrenal cortical 
carcinoma producing some of the features of Cushing’s syn- 
drome and who died from a perforated peptic ulcer. The post- 
mortem examination of this woman revealed acute peritonitis, 
a sequel to the perforation of an acute gastric ulcer; a primary 
adrenal cortical carcinoma with metastases in the peritoneum, 
omentum, liver, lungs and thyroid; hypertensive congestive 
cardiac failure; adenomyosis; and chronic cystic cervicitis. In 
this case, the plethora, the rounding of the facies, the hirsutism, 
the obesity, the diabetes, the urinary 17-ketosteroid excretion, 
which was slightly elevated for a woman of her age, and pos- 
sibly the edema, all may be taken as evidence of hormone 
production by the adrenal tumor. The gastric ulcer was rela- 
tively acute and apparently developed during the terminal 
illness. There was evidence suggesting that there was a relation- 
ship between the gastric ulcer and the adrenal carcinoma. 


Presse Medicale, Paris 


61:1347-1378 (Oct. 21) 1953 


*Mammography as a Clinical Aid. Vergoz, Tillier and Laquiére.—p. 1347. 

Particular Clinical Aspect of Congenital Neuroblastoma: Syndrome of 
Massive Metastatic Dissemination in Cellular Tissue. M. Kaplan, R. 
Grumbach and P. Vesin.—p. 1350. 

Myopathy and Sequelae of Poliomyelitis: Importance of Radiograms of 
Muscles. A. Grossiord, J. Bernard and R. Marteaud.—p. 1353. 

Radiodiagnosis of Occlusions of Small Intestine by Fraena and Ad- 
herences. C. Oliver, N. Arvay and J. Ferrari.—p. 1355. 

Melanous Tumor of Ileum with Anemic Form: Metastasis of Malignant 
Melanoma of Gum. C. Debray, M. Roux, J. Puyaubert, R. Marie and 
R. Vilain.—p. 1358. 

Most Frequent Localization of Segmental Arteritis: At Superficial 
Femoral. J. Oudot and J. M. Cormier.—p. 1361. 


Mammography.—Eight cases of various mammary lesions are 
reported. In every one, mammographic evidence coincided with 
the clinical impression of the lesion and with biopsy findings. 
In one case, the mammogram was the only thing able to cure 


MEDICAL LITERATURE ABSTRACTS 283 


the patient of her cancerophobia. The authors do not suggest 
that mammography replace breast biopsy, but they feel that 
its accuracy warrants its use as an intermediate step between 
clinical examination and biopsy. It would be especially useful 
in carcinoma of the breast having only axillary clinical signs 
and in the differential diagnosis of benign and malignant 
tumors, the radiographic symptomatology of which has been 
established with great precision by Gros and his colleagues. 
Mammography is also of value in determining the true sizes 
of tumors of the breast, since it shows the tumor alone while 
palpation confuses the fat around the tumor with the tumor 
itself. 


Revista de Investigacién Clinica, México, D. F. 


§:257-358 (July-Sept.) 1953. Partial Index 


Metabolic Studies on Surgical Patients. M. Quijano, N. J. Laguna and 
I. Escobar.—p. 257. 

*Vascular Complications in Patients with Diabetes: I. Changes in Lower 
Limbs. R. Correa Sudrez and R. Rodriguez.—p. 273. 

Addison’s Disease: Commentary on Case. J. A. Garcia Reyes.—p. 327. 

Jaundice After Blood Transfusion. L. Sanchez Medal and J. L. Bravo. 
—p. 337. 


Vascular Complications of Lower Extremities in Diabetes.—A 
review of the clinical records of 1,066 patients with diabetes 
mellitus who were observed for a period of six years in the 
Hospital de Enfermedades de la Nutricién of Mexico City 
showed vascular complications of the lower extremities in 136 
cases. They were purely vascular in 94 patients, vascular and 
infectious in 28, vascular and nervous in 8, vascular, infectious, 
and nervous in 4, and purely infectious or purely nervous in 1 
case each. In the pure vascular form, the circulatory insuf- 
ficiency was moderate in 66 cases and acute in 15. Gangrene 
developed in 13 cases. In the vascular and infectious form, the 
circulatory lesion and infection were observed in 17 cases and 
gangrene in 11 cases. The other forms were represented by 
small groups, a fact that prevented studies in detail. The 
incidence of vascular complications of the lower extremities 
was the same for women as for men. The incidence increases 
with age, obesity, and the duration of diabetes. The greatest 
incidence is in patients between the ages of 60 and 70 with 
curation of diabetes for a period of from 5 to 10 years. The 
severity of diabetes does not play any role in the development 
of vascular complications of the lower extremities. They are 
most frequent in patients requiring less than 10 units of insulin 
and a diet of from 150 to 200 gm. of carbohydrates. In a small 
group of patients, vascular complications were observed in the 
first five years in the course of diabetes, probably because they 
had either inadequate treatment or no treatment at all. 


Schweizerische medizinische Wochenschrift, Basel 
83:999-1022 (Oct. 17) 1953. Partial Index 


*Diagnosis and Significance of Lymph Nodes Perforating into Bronchial 
System. E. J. Fischer.—p. 999. 

The Bacteriologist Cannot Determine Part Played by Bovine Bacillus in 
Human Tuberculosis. E. Urech and J. Hofstetter.—p. 1003. 

Physiological Bases of Polyvalent Treatment of Anemia. H. Dubois- 
Ferriére.—p. 1004. 


Tuberculous Lymph Nodes Perforating into Bronchi.—Of 28 
patients between the ages of 15 and 26 years with active pul- 
monary tuberculosis, 12 had changes in the proximal portions 
of the segmental bronchi that were demonstrated on tomo- 
graphic examination. A cavity filled with contrast medium 
was Observed immediately adjacent to the proximal segments 
of the bronchial system. The larger part of the contrast medium : 
depot was observed at the place of division of a segmental 
branch in its subsegments, i. e., at a place in which still rela- 
tively large intrapulmonary lymph nodes may be found. In 
several cases, the diameter of the contrast medium depot was 
considerably greater than the caliber of the segmental branch 
whose supply area was densified by infiltration. The parabron- 
chial pouches demonstrated in the presence of sector-shaped 
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infiltrations of the same segment were interpreted by the author 
as so-called lymph node cavities. An isolated lymph node cavity 
in a 21-year-old patient was demonstrated in the absence of 
infiltration. It seems that perforation of the bronchial wall 
occurs in areas of predilection, namely in those that are sur- 
rounded most closely by lymph nodes and frequently in pa- 
tients with late primary infection. Perforating lymph nodes are 
characterized by discharge of caseous lymphatic tissue or pus 
from a lesion of the mucosa, anthracosis of ulcer margins and 
fistula-like openings. Tomographic demonstration by contrast 
medium is of considerable aid in differentiation of the relation- 
ship between lymph nodes and lesions of the bronchial mucosa. 
Tuberculosis of the mucosa of the bronchial segments adjacent 
to the hilus is never primary but is pathogenically linked to 
the specific lymphadenitis, the roentgen diagnosis of which is 
possible only in the pronounced cases. Because of the presence 
of lymphadenobronchogenic lesions, pulmonary tuberculosis 
may progress more frequently than it has been assumed 
hitherto, and tuberculous bronchial stenosis particularly in the 
segmental branches, which may be demonstrated only many 
years later, is no longer a rare observation. Rational treatment 
depends on early diagnosis of lymphadenobronchogenic lesions. 


South African Medical Journal, Cape Town 
27:869-892 (Oct. 3) 1953. Partial Index 


*Radiological Diagnosis of Aortic Sinus Aneurysms. S. F. Oosthuizen. 


—p. 869. 
Bronchogenic Carcinoma: Review Illustrated by 100 Cases. D. Adler and 


D. Fuller.—p. 874. 
Tuberculosis in Non-European Psychotics. J. S. du T. de Wet.—p. 880. 
Case of Fanconi’s Anaemia. I. Kessel and H. Cohen.—p. 883. 
Treatment of Hereditary Haemorrhagic Telangiectasia with Oestrogenic 
Hormone. B. G. Shapiro.—p. 885. 


Aortic Sinus Aneurysm.—A diagnosis of aortic sinus aneurysm 
was made in two men who were admitted to the hospital in 
congestive cardiac failure. The diagnosis was based on the dis- 
tinctive roentgenographic appearances of the heart that were 
similar in the two patients. There was bulging of the upper 
right cardiac border and enlargement of the left ventricle, and 
the contour of the heart appeared “sickle-shaped.” Both patients 
did not respond to treatment and died suddenly. Necropsy of 
the heart of both patients revealed the presence of an aortic 
aneurysm involving the ascending aorta and the aortic sinuses. 
Cystic necrosis of the media was the causative factor in one 
and syphilis in the other. 


Tidsskrift for Den Norske Laegeforening, Oslo 


73:693-726 (Sept. 15) 1953. Partial Index 


Dihydroxypropyl Theophylline and Theophylline Ethylendiamine. S. C. 


Sommerfelt.—p. 693. 
*Treatment of Celiac Disease with Diet Free from Wheat, Rye and Oats. 


K. Grette and O. Imerslund.—p. 695. 
Case of Chronic Invagination Reduced by Barium Enema. I. C. Andresen. 


—p. 697. 


Treatment of Celiac Disease with Diet Free from Wheat, Rye, 
and Oats.—Clinical-experimental studies by a group of Dutch 
investigators disclosed the harmful effect of wheat, rye, and 
oats in celiac disease. Since December, 1952, diet from which 
these substances were excluded has been applied for from 4 to 
16 weeks in the Children’s Clinic of the Rigshospital in the 
treatment of 12 cases of verified celiac disease. Grette and 
Imerslund confirm the good results reported by others with the 
treatment. All the patients showed excellent clinical, roent- 
genologic, and biochemical response. The diet departs but 
little from the ordinary diet, is inexpensive, and can be made 
varied and pleasing to the taste. Its introduction is regarded as 
a distinct advance in the treatment of celiac disease. 





J.A.M.A., Jan. 16, 1954 





Zeitschrift fiir Urologie, Leipzig 
46:497-560 (No. 8) 1953. Partial Index 


Importance of Urography in Estimating Malignancy of Bladder Tumors, 
S. Petkovié.—p. 511. 

*Disturbances of Bladder Function During Poliomyelitis. F. J. Gétzen 
—p. 523. 

Ectopic Orifices of Ureter. P. Deuticke.—p. 533. 

*Fatality During Urethrography with Barium Sulfate. H. Ball and H. Pelz 
—p. 539. 


Disturbances of Bladder Function in Poliomyelitis —G6tzen 
shows that poliomyelitis may cause various bladder disturb- 
ances, such as pollakiuria, retention of urine, and urinary 
incontinence. These disturbances whether of meningitic, medul- 
lary, or diencephalic origin usually take a favorable course and 
generally subside in a relatively short time. The author shows 
that the literature contains contradictory theories about the 
mechanisms involved in the vesical disturbances that occur dur- 
ing poliomyelitis and explains his own concept. He rejects 
Fanconi’s theory that inadequate innervation of the abdominal 
muscular pressure apparatus plays a part in the bladder dis- 
turbances that accompany poliomyelitis, because resumption of 
micturition has been known to occur after urinary retention 
without improvement in abdominal muscular pressure. Review- 
ing the innervation of the bladder he says that the neuromotor 
connection between cortex and bladder consists of a central 
and peripheral neuron. The physiological law of nerve injuries 
maintains that injury of the central neuron results in spastic 
paralysis, whereas that of the peripheral neuron causes flaccid 
paralysis; and it does not matter whether the lesion involves 
the anterior horns, the anterior roots, or the peripheral motor 
nerves. He feels that temporary urinary retention during polio- 
myelitis might be explained by slight, possibly edematous, 
changes in the vesical center in the lumbar region (sympathetic 
center) or in the central neuron, which regressed again. In 
extremely rare cases of poliomyelitis urinary retention or in- 
continence may persist. He cites a case of this type, in which 
urinary incontinence that developed during an attack of polio- 
myelitis at the age of 4 persisted for four years. Examination 
at the age of 8 years corroborated the presence of an organic 
irreversible paralysis of the vesical sphincter, presumably of 
medullary origin. He feels that perhaps denervation of the 
bladder, by excluding the pathological innervation, might be of 
therapeutic value in this case. Urographic examination of this 
boy disclosed bilateral atony of the ureters. 


Fatality During Urethrography with Barium Sulfate——The case 
presented by Ball and Pelz is that of a man, aged 56, with 
hypertrophy of the prostate, who had been referred by his 
physician to the surgical department with a recommendation 
that a prostatectomy be done. Cystoscopy disclosed a severe 
cystitis. Urethrography with retrograde instillation of contrast 
medium on July 12 was tolerated without difficulties, but, be- 
cause the posterior part of the prostate had moved during the 
roentgenologic examination, the urethrography was repeated 
five days later. In the course of this second urethrography, the 
patient suddenly experienced dyspnea that was followed by 
respiratory arrest. Various methods of resuscitation were with- 
out avail. The contrast medium, a suspension of barium sulfate, 
had entered the venous system and produced a diffuse capillary 
pulmonary embolism, and crystals of barium sulfate spread 
through the entire body, as was demonstrated by the histo- 
logical examination of nearly ali parenchymatous organs. It is 
not entirely clear how the barium sulfate entered the systemic 
circulation. Passage through the pulmonary capillaries dur- 
ing the temporary restoration of respiration is a possibility; 
another one is a paradoxical embolism by pressure increase 
in the right side of the heart during the injection of epineph- 
rine. The authors regard the first possibility as more probable 
and believe that death was due to the diffuse capillary pul- 
monary embolism. Since the literature contains other reports 
of urethrovenous passage of contrast medium, some with fatal 
outcome, the authors warn against the use of contrast mediums 
that contain barium sulfate and, in agreement with others, 
reject the use of iodized oils. They stress that urethrography 
should be done exclusively with intravenously injectable con- 
trast media. 
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BOOK REVIEWS 


Manual of Medical Emergencies. By Stuart C. Cullen, M.D., Professor 
of Surgery, State University of Iowa College of Medicine, Iowa City, 
and E. G. Gross, M.D., Professor and Head of Department of Pharma- 
cology, State University of lowa College of Medicine. Second edition. 
Cloth. $4.50. Pp. 278, with 34 illustrations, Year Book Publishers, Inc., 
200 E. Illinois Street, Chicago 11, 1953. 


This pocket manual follows the same plan as used in the 
first edition, namely, to outline “the steps to be taken early 
in the diagnosis and therapy of emergency medical problems.” 
Although the book is intensely practical, the authors managed 
to impart a great deal of basic, fundamental information about 
the treatment of emergency situations described in the text. 
In other words, this is not just a first aid manual prescribing 
procedures without giving the reasons for them. The common 
emergencies that a general practitioner may be required to 
treat are adequately discussed. These include artificial respira- 
tion and the use of an airway, circulatory emergencies, acute 
poisoning, head injuries, allergic reactions, and comatose states. 
The book is enlivened by several amusing cartoons showing the 
right and wrong ways to apply certain emergency treatments. 
Resident physicians in general hospitals as well as practicing 
physicians should have this manual for ready reference. 


Enzymatic Concept of Anaphylaxis and Allergy and the Role of 
Eosinophils in Anaphylactic Reactions Related to Hormonal Alterations. 
By Z. Z. Godlowski, M.D., Ph.D., M.R.C.P., Physician to Ballochmyle 
Hospital, Ayrshire. Foreword by A. Murray Drennan, M.D., F.R.C.P.E.; 
F.R.S.E., Professor of Pathology, University of Edinburgh, Edinburgh. 
Cloth. $3.50. Pp. 120, with 17 illustrations. [Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2]; E. & S. Livingstone, 
16 and 17 Teviot Place, Edinburgh 1, 1953. 


The book is divided into three sections, dealing respectively 
with the author’s enzymatic concept of anaphylaxis and allergy, 
with the role of hormones in anaphylaxis, and with the place 
of the eosinophil in hypersensitivity and hormonal influence. 
The author believes that the anaphylactic or allergic reaction 
is produced as follows: The antigen produces a toxic pro- 
teolysis; the proteoses thus liberated activate nonspecific pro- 
teinases; a chaotic proteolysis of the organism’s own proteins 
is thus started and the resultant toxins formed produce the 
local and constitutional manifestations of anaphylaxis and 
allergy. He regards the eosinophils as carriers of antigens and 
believes these cells are formed in the intestinal mucosa and 
in other tissues in addition to the bone marrow. The author 
supports these and other contentions with experimental data 
of his own and those of other workers. This little book will 
be interesting reading for the student of anaphylaxis and 
allergy, even though he will probably not agree with the 
author’s conclusions. It can be recommended to the immunolo- 
gists, physiologists, and clinicians who have an interest in the 
problems of hypersensitivity. 


A Text-Book of Pathology: An Introduction to Medicine. By William 
Boyd, M.D., M.D.C.P., F.R.C.P., Professor of Pathology, University of 
British Columbia, Vancouver. Sixth edition. Cloth. $12.50. Pp. 1024, with 
602 illustrations. Lea & Febiger, 600 S. Washington Square, Philadelphia 
6, 1953. 


Now in its sixth American edition, not to speak of two 
Portuguese editions and a Spanish edition, this textbook on gen- 
eral and special pathology is so well known its author needs 
no introduction. As outlined by Dr. Boyd in his preface to 
the first edition, the book is intended for the student of pathol- 
Ogy, graduate or undergraduate, and not the practitioner of 
pathology. In its present form it fulfills this intent well. While it 
is not as complete in either general or special pathology as some 
contemporary books, it is written in such a way that the stu- 
dent will not be confused by an excessive amount of infor- 
mation. Writing in his stimulating, clear style, Dr. Boyd has 
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woven a pattern of the interrelationship of pathology, anatomy, 
physiology, and biochemistry that cannot fail to impress even 
the most critical student. The format and type are adequate 
and clear. A few illustrations need revision and the replace- 
ment of the color drawings with color photographs would be 
an improvement, but these are minor faults. The outlined 
bibliography at the end of each chapter is an ever-present 
temptation for the student to read further on the subject. Con- 
troversial subjects are handled with foresight, tact, and accu- 
racy, leaving the student with a balanced outlook on them. 
Much new material has been added in this edition. The chap- 
ter on skin lesions is an example and rectifies a serious defect 
in previous editions. 


Atlas typischer Réntgenbilder vom normalen Menschen. Von Professor 
Dr. Rudolf Grashey. Mit einer Entwicklungsdarstellung des wachsenden 
Skelettsystems und unter Beriicksichtigung der Physik und Technik der 
ROntgendiagnostik, der Aufnahme- und Projektionsmethodik sowie der 
Fehlerquellen und Varietaten. Eighth edition edited by Privatdozent Dr. 
Rudolf Birkner. Cloth. 65.40 marks. Pp. 620, with 875 illustrations. 
Urban & Schwarzenberg, Thierschstrasse 11, Miinchen 22; Meinekestrasse 
13, Berlin W. 15, 1953. 


The first portion of this volume, rather than being an atlas, 
is a description of the production and physical characteristics 
of roentgenograms; as well as a presentation of the principles 
of good diagnostic technique. In addition, there is an inter- 
esting description of the diagnostic x-ray equipment now 
available in Germany. Although this section, comprising the 
first 90 pages, is interesting, it does not add greatly to the 
value of the book as an atlas of roentgenologic anatomy. 
The 315 unreduced reproductions of roentgenograms are of 
the highest quality. These are, with a few exceptions, reverse 
tone reproductions. Although many roentgenologists may ob- 
ject to this, comparison of these with the few facsimile tone 
reproductions in the volume indicates that their quality and 
fine detail are very much better than that which could be 
reproduced in ordinary negative reproductions. Accompanying 
the reproductions of roentgenograms are line drawings show- 
ing the positioning of the patient. All significant anatomic 
detail is listed in tables and outlined by figures on the roent- 
genogram. Normal variants, normal tomograms, and arthro- 
grams are discussed and illustrated. 

The final section of the book is devoted to the growth and 
development of the skeleton. Even though the major emphasis 
in this manual is on the normal skeleton, it would seem that 
a more logical sequence of development could be achieved 
if the section on the growing skeleton could be included under 
the main section of the atlas. This excellent book is unsur- 
passed by any available work. Although the first section is 
of relatively little interest, the atlas itself is so beautifully 
done and so high in quality that a knowledge of German is 
not necessary to make the remaining sections an extremely 
valuable reference work. 


The 1952 Year Book of Endocrinology (January, 1952-January, 1953). 
Edited by Gilbert S. Gordan, M.D., Ph.D., Assistant Professor of Medi- 
cine, University of California School of Medicine, San Francisco. Cloth. 
$5.50. Pp. 400, with 107 illustrations. Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago 11, 1953. 


The Year Book of Endocrinology is of great value to all 
physicians who are interested in this subject. There is no other 
single source where a physician may obtain such a summary 
of the current world literature. The editor has fulfilled his 
responsibility to his readers splendidly. He has been careful 
in his selection, and the summaries are excellent. Pertinent‘ 
illustrations and charts are reprinted. The readers receive not 
only reviews of the literature but also opinions of the editor 
regarding many of these articles. Even though men who spe- 
cialize in the fields of metabolism and endocrinology might 
disagree with many of these opinions, by and large they would 
have to agree that the editor has done an outstanding job. This 
book can be highly recommended. 
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Surgical Technique and Principles of Operative Surgery. By A. V. 
Partipilo, M.D., F.A.C.S., Associate Clinical Professor of Surgery, Stritch 
School of Medicine of Loyola University, Chicago. Foreword by Alton 
Ochsner, M.D., F.A.C.S., William Henderson Professor and Director of 
Department of Surgery, Tulane University School of Medicine, New 
Orleans. Fifth edition. Cloth. $15. Pp. 704, with 998 illustrations by 
W. C. Shepard and Hooker Goodwin. Lea & Febiger, 600 S. Washington 
Square, Philadelphia 6, 1953. 


This fifth edition of Dr. Partipilo’s monograph is well illus- 
trated. Ten authors have contributed to the writing or rewrit- 
ing of individual chapters. Each chapter reviews surgical 
anatomy and discusses pertinent pathological, physiological, 
and clinical aspects of its subject. The main emphasis is on 
surgical technique with many illustrations of tying knots, in- 
cisions, and techniques of suturing. The book is not designed as 
a text for medical students or as an advanced treatise on 
surgery. It does afford a reference source for details and 
illustrations of standard operations. It should be helpful as a 
general reference for junior surgeons or residents. 


Medizinische Poliklinik: Vorlesungen iiber innere Medizin. Von Dr. 
Erwin Schliephake, Professor in Giessen. Second edition. Cloth. 32 marks. 
Pp. 704, with 202 illustrations. Gustav Fisher, Villengang 2, Jena 15b, 
Germany, 1953. 


In the preface to this revised edition, appearing only seven 
months after the first, the author explains that the work is not 
a substitute for the usual textbook on internal medicine nor 
is it a systematic discussion of this subject. It is based largely 
on observations made in office practice and stresses the im- 
portance to the internist of the mutual relations brought about 
through the endocrine, circulatory, and nervous systems. The 
author gives special consideration to the influence of con- 
stitution and environment on disease and emphasizes the im- 
portance of the common diseases as contrasted with “interesting 
cases.” Indeed, as he points out, we know less about such 
familiar diseases as the common cold, rheumatism, and peptic 
ulcers than we do about many rare ones. He also stresses the 
use of simple methods of examination, and he states that 
most laboratory tests are corroborative rather than primarily 
diagnostic. He admits that his earlier experiences in pathology 
and physiology occasionally lead him to stress consideration 
of pathological physiology. From the therapeutic standpoint 
he stresses the commoner inexpensive and well-known reme- 
dies and the use of physical therapy. The book opens with 
chapters on history-taking, in which the psychic as well as 
the physical is stressed. It then describes the vegetative sys- 
tem; metabolism and the internal secretions; allergy; the effects 
of cold; the rheumatic diseases; degeneration and wear and 
tear; the infections; diseases of the respiratory system, the 
hematopoietic system, the digestive organs, the peritoneum, 
and the spleen; the circulatory organs, the urinary system, and 
the nervous system; and infestations with the larger parasitic 
worms. Sections on treatment are occasionally interpolated. 
Although certain diseases, such as trichinosis, are not dis- 
cussed, this is to be expected from the nature of the work. 
Some of the newest clinical entities such as cat-scratch dis- 
ease are described. The work contains many useful hints and 
should be of interest particularly to the general practitioner 
and the internist. The book is written in colloquial rather 
than formal style. The illustrations are excellent, especially 
the color plates of the blood. There is a subject index but 
no formal bibliographies. The book is attractively bound, and 
the paper and typography are excellent. 


Textbook of Genetics. By William Hovanitz, Professor of Cytology and 
Genetics, University of San Francisco, San Francisco, California. Cloth. 
$5.95. Pp. 420, with 268 illustrations. Elsevier Press, Inc., 402 Lovett 
Bivd., Houston 6; 155 E. 82nd St., New York 28; 118 Spuistraat, Amster- 
dari C, Netherlands, 1953. 


This book is designed as an elementary text in genetics for 
college students. Genetic variations in both plants and animals 
are described, and the mechanisms of heredity that control 
them are discussed. Emphasis is placed on breeding and 
cytological studies in lower organisms. For this reason, the 
book will be of limited interest to the physician, who is 
primarily interested in the established facts of human heredity. 








J.A.M.A., Jan. 16, 1954 


Managing Your Coronary. By Dr. William A. Brams. Cloth. $2.95. 
Pp. 158, with illustrations by Hertha Furth. J. B. Lippincott Company, 
227-231 S. Sixth St., Philadelphia 5, 1953. 


From his experiences with cardiac patients as a heart special- 
ist for many years, Dr. Brams has written this excellent book 
for the patient himself. He was fortunate in obtaining com- 
petent lay help in making the book easy to read. Good illus- 
trations, some amusing as well as instructive, supplement the 
well-written text. The general tone of the book is one of 
cautious optimism. The patient learns that he must live within 
the capabilities of his damaged heart. He learns that, if he 
follows certain general principles of conserving his cardiac 
reserve and avoiding strain, he can look forward with reason- 
able assurance to years of comfortable living. The mental as 
well as the physical aspects of adjustment are considered in 
detail in a clear and easily understood manner. The difficult 
job of explaining in nonmedical terms the anatomy and 
physiology of the heart and the damage wrought by an attack 
of coronary artery thrombosis is handled expertly and in 
simple terms. A chapter entitled “How Science Is Helping You” 
describes current research trends and gives the patient hope 
that, as medical knowledge increases, more can be done for 
his condition. This book may be recommended by the phy- 
sician to any patient who has had a coronary artery thrombosis. 


Frazer’s Manual of Embryology: The Development of the Human Body. 
By J. S. Baxter, M.A., M.Sc., M.D., Professor of Anatomy, University 
College, Cardiff. Third edition. Cloth. $8. Pp. 488, with 288 illustrations 
[Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2]; Bailliére, Tindall & Cox, 7-8 Henrietta St., Covent Garden, 
London, W.C.2, 1953. 


The scope of the new edition of this well-known book has 
not significantly changed from the original, namely, to present 
the development of the body by discussing, where possible, the 
development of entire regions in preference to separate descrip- 
tions of the development of individual organs; in many ways 
this is similar to an approach often used in human anatomy. 
The new editor emphasizes that he attempts to preserve the 
original character of the book, much of which was based on 
the subjective outlook of one man. This attempt is also empha- 
sized by the lack of bibliography and by the unusually restricted 
references to comparative physiology. Only the first part dealing 
with early and general development has been extensively rewrit- 
ten, and newly obtained information has been well interwoven. 
Detail is omitted, increasing the readability of the book, which 
is written in a pleasant and lucid style. It is well illustrated, 
mainly by drawings and only sparingly by photomicrographs. 
As a manual of embryology, it can be highly recommended 
to both students and physicians who want to acquaint them- 
selves with some aspects of human development. 


Compression Arthrodesis, Including Central Dislocation as a Principle 
in Hip Surgery. By John Charnley, F.R.C.S., Consultant Orthopaedic Sur- 
geon to Manchester Royal Infirmary, Manchester, England. With chapter 
on mechanics by Professor J. A. L. Matheson, Beyer Professor of Engi- 
neering, University of Manchester, and histological observations by Pro- 
fessor S. L. Baker. Cloth. $8.50. Pp. 264, with 209 illustrations. [Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2); 
E. & S. Livingstone, 16 and 17 Teviot Place, Edinburgh 1, 1953. 


This unique volume by a prominent English orthopedist 
advances the role of compression forces on bone surfaces in 
fusion operations of various joints. Extensive experimental 
and clinical experiences accompanied by line drawings and 
roentgenograms illustrate the early union of bone surfaces 
resulting from compression and fixation. The operative tech- 
nique of compression arthrodesis of all the major as well as 
lesser joints and the basic mechanical principles involved are 
given. Many excellent photomicrographs supplement the clini- 
cal applications of the compression method of fusion. A good 
description of the author’s hip fusion operation, combining 
the advantages of compression of bone surfaces with central 
dislocation of the head and neck of the femur, is included. 
The text is most readabie and the general format, type, and 
illustrations are clear and pleasing. Charniey’s book should 
be read by all orthopedists and all surgeons who treat diseases 
of the joints. 
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BOOSTER DOSES OF TETANUS TOXOID 


To THE Eprror:—How long after a basic active immunization 
was established, without booster injections in the interim, 
would a booster injection of tetanus toxoid produce a thera- 
peutic level? For example, after what period of time fol- 
lowing a basic active immunization would it be necessary 
to give prophylactic tetanus antitoxin for an injury instead 
of a booster injection of tetanus toxoid? 


Seymour S. Rogers, M.D., Greensboro, N. C. 


ANSWER.—Available evidence indicates that a person can 
respond to a booster dose of tetanus toxoid for as long as 
10 years after the basic immunization. It is probable that 
this capacity to respond may last a lifetime. Presuming that 
proper techniques of basic immunization have been followed, 
the booster dose need not be large. A satisfactory dose is 
0.1 cc. of tetanus toxoid, either fluid or alum-depot type 
(preferably the former), given either subcutaneously or intra- 
cutaneously. However, there are definite indications for the 
complemental use of antitoxin in a minimal dose of 10,000 
American units and under the following circumstances: (1) 
delay of more than one day in administration of the booster 
dose of tetanus toxoid; (2) equivocal history of previous im- 
munization with tetanus toxoid; (3) severe local lesions con- 
sidered likely to provoke clinical tetanus (lacerations, gunshot 
wounds, etc.); and (4) marked general debility (anemia from 
acute or chronic blood loss, prolonged or acute debilitating 
illness, poor general health). Under all circumstances, all pre- 
cautions should be taken to predict and prevent or modify 
serum sickness of all possible types when antitoxin serum is 
employed. It is to be stressed that antitoxin should be used 
when there is any doubt in the mind of the physician con- 
cerning the history of toxoid administration. Two cases are 
known to the consultant to whom this query was referred 
wherein fatal tetanus occurred because unwarranted reliance 
was placed on an erroneous history of previous toxoid injec- 
tions. One of the cases was that of a child with a compound 
fracture, and the other that of a child who stepped on a nail. 
Had the indications for the combined use of toxoid and anti- 
toxin been known, these unfortunate events would not have 
occurred. 


SPASTIC UTERUS 


To THE Eprror:—We talk about spastic stomachs, spastic 
bowels, spastic arteries, and so why not a spastic uterus? 
1 have seen women who had no intrauterine growths, normal 
hormone levels, and normal metabolic rates and who took 
hormones, thyroid, vitamins, minerals, and sedatives but 
could not carry a pregnancy past the sixth month. Through- 
out their pregancies, the uterus feels tense and they com- 
plain of frequent uterine contractures but no bleeding. Then 
at five or six months, the cramps become severer and they 
have to all practical purposes abruptio placentae. I have 
never read of this syndrome, but it seems to be a definite 
clinical entity and could be called the spastic uterine syn- 
drome of pregnancy. Please discuss this condition and give 
suggestions as to treatment. Phenobarbital is not enough. 


Arthur A. Smith, M.D., Morganfield, Ky. 


ANSWER.—The syndrome described is sufficiently common 
to warrant more study. The termination of a pregnancy at 
the previable period occurs in the absence of demonstrable 
pathology. The uterine spasticity is probably the result of 
changes within the uterine cavity. Premature uterine contrac- 
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QUERIES AND MINOR NOTES 





tions may be induced by some placental separation that 
eventuates in the delivery of a dead or living fetus. The most 
logical assumption is that this condition is brought about by 
abnormal hormonal support of the pregnancy. That this is not 
reflected in hormonal studies that have been made is not im- 
portant. Until the cause is known, the treatment must be 
empiric. The patient should have a complete medical study 
including kidney function studies. Occasionally a latent chronic 
vascular hypertensive disease is the cause of late abortions. 
During the pregnancy unusual stimuli such as coitus, douches, 
and catharsis should be avoided. Treatment with large amounts 
of parenterally administered progesterone, 100 mg. daily, until 
viability is logical and has provided the best results. 


RECURRENT MENINGOCOCCEMIA 


To THE Epiror:—What is the origin of a focus producing 
meningococcemia that- has recurred in a 56-year-old white 
man on two occasions following the original infection two 
years ago? Each episode has responded to penicillin and 
sulfonamide therapy, and each episode has been confirmed 
by a positive blood culture prior to therapy. Physical exami- 
nation has revealed no abnormality. Roentgen ray studies 
of teeth, sinuses, and mastoids showed no significant findings. 
1 would appreciate advice. 


F. E. Kirshman, M.D., Muncie, Ind. 


ANSWER.—The question does not specify whether the pa- 
tient had meningococcemia without evidence of meningitis or 
whether intrathecal therapy was administered. If intraspinal 
treatment was resorted to, there is a possible explanation for 
the recurrent attacks although the intervals are unusually long. 
When antiserums were used intraspinally for meningitis, re- 
currences were not extremely rare. It was believed that in the 
processes of healing adhesions formed in the spinal canal that 
walled off pockets containing meningococci. Later after an 
apparent recovery, when the patient resumed his customary 
activities, the meningococci presumably broke loose from their 
captivity and reinfection took place. If there was no intrathecal 
therapy, the focus of reinfection would probably be in the 
nasopharyngeal area. One of the sinuses should be suspected, 
notwithstanding lack of findings on the roentgen ray studies 
that have been made. But as a rule the carrier state for men- 
ingococci does not persist for long periods either with or 
without treatment. 


POISONOUS PLANTS IN CALIFORNIA 


To THE Epiror:—A question frequently asked by mothers is 
“what common shrubs and plants produce poisonous ber- 
ries?” In California a few shrubs produce bright-colored 
berries that are often picked and eaten by small children. 
Please supply a list or description of these poisonous plants. 


Paul Russell, M.D., Inglewood, Calif. 


ANSWER.—The most dangerous plant as a child-poisoner in 
California is the castor bean, which contains the toxin ricin, 
and death has resulted from the eating of two seeds. The 
Chinaberry tree is also an offender. The pulp of the smooth, 
yellow fruit contains a narcotic and may produce alarming 
symptoms. Effects are seldom fatal. There are 16 species of 
nightshade in Southern California, and the berries are some- 
times eaten by children. All nightshades are more or less 
poisonous; poisoning seldom ends fatally. Burning bush or 
wahoo is a small, shrubby tree grown as an ornamental. Shiny, . 
red seeds are not particularly deadly but cause great prostra- 
tion and nausea. English ivy, true holly, mistletoe, wistaria, 
buckeye, honeysuckle fruit, and wild cucumber seeds are all 
capable of producing alarming symptoms but are minor offend- 
ers compared with castor bean, which accounts for more 
fatalities among youngsters every summer than all the rest put 
together. 
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AMENORRHEA FOLLOWING MISCARRIAGE 

To THE Epitor:—A woman, aged 28, had a healthy child 
five years ago. Two years ago she had a spontaneous mis- 
carriage, and since then she has not menstruated. She had 
always been regular previously. Her weight has dropped 
from about 125 to 100 Ib. (56.7 to 45.4 kg.). She is afraid 
to eat, because abdominal discomfort follows the ingestion 
of food. If she drinks liquids during meals, water, milk, 
fea, coffee, or even soup, she at once becomes bloated and 
feels about to burst. Often, on arising in the morning her 
entire body feels sore and tingling, and she cannot bear to 
be touched. She has consulted specialists and spent a week 
in Harper Hospital, Detroit, for exhaustive studies, which 
showed nothing abnormal. She still does not menstruate 
and still feels as uncomfortable as before. She has taken 
progesterone and estrogens. She has had roentgenographic 
examination of the pituitary, gastrointestinal tract, gall- 
bladder, and chest (for possible tuberculosis), and she has 
had biopsy of the endometrium. Results of all these have 
been normal. The patient takes thyroid continually because 
of a low basal metabolism. Please discuss this case. 


Max Isenberg, M.D., New York. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—The clinical data given on this patient lack cer- 
tain essential details. There is no specific description of physi- 
cal findings, particularly in the abdomen and pelvis. The 
interpretation of the endometrial biopsy is not detailed. The 
actual basal metabolic rate is not given. A more detailed 
analysis of the course of the illness and of the role of emo- 
tional factors would be helpful. It is assumed that the results 
of these examinations were normal, and, under these circum- 
stances, the fear of eating, the bloating after meals, the sore- 
ness and tingling of the body, and the feeling of not wanting 
to be touched frequently noted on arising all suggest the like- 
lihood of an emotional disturbance, for these symptoms are 
often manifestations of a basic psychiatric disorder, such as 
chronic depression or a chronic anxiety state. Pseudocyesis 
or a related hysterical phenomenon is suggested by the occur- 
rence of the symptom of bloating after a miscarriage. Anorexia 
nervosa, with its variable and often bizarre psychiatric pat- 
terns, should be considered, although it is uncommon in 
parous females. Amenorrhea is fairly common in all of these 
functional disorders, but the possibility of organic endocrine 
disease should be considered. Primary ovarian failure would 
be characterized by hot flushes and an elevated level of urinary 
gonadotropins. A more likely possibility is the postpartum 
type of Simmonds’ disease (hypopituitary cachexia). Patients 
with anterior pituitary insufficiency are usually somewhat 
older, but the postpartum type may occur in the third decade, 
usually following a difficult or complicated labor, although 
the specific precipitating factor is thought to be severe hemor- 
rhage. The duration of this patient’s pregnancy and further 
details of her spontaneous abortion would be of interest. Addi- 
tional studies would be necessary to establish the diagnosis 
of anterior pituitary insufficiency. Eosinophilia, a low pituitary 
gonadotropin level, and an inadequate eosinopenic response 
to epinephrine, with or without response to corticotropin, would 
support this diagnosis. Although a precise diagnosis is not 
possible on the basis of the evidence offered, and, hence, de- 
tailed therapeutic recommendations cannot be made, this con- 
sultant would suggest that first consideration be given to a 
diagnosis of primary emotional or psychiatric disorder with 
secondary functional endocrine disturbance, rather than the 
reverse. 


ANSWER.—If complete physical examination has ruled out 
organic disease and adequate endocrine treatment has pro- 
duced no benefit, the chances are that this patient’s trouble is 
basically psychogenic. Amenorrhea, digestive disturbances, and 
anorexia nervosa are familiar psychosomatic symptoms. A 
study of the patient from this angle will probably show that 
psychotherapy is indicated. 


J.A.M.A., Jan. 16, 1954 


IMPOTENCE 
To THE Eprror:—What may be done for a man between 30 
and 40 years of age as regards impotency? 


M.D., Michigan. 


ANSWER.—Impotence in an apparently normal 30 to 40- 
year-old person usually has a psychological basis and re- 
quires therapy directed toward the basic psychic disturbances, 
This, of course, does not preclude the possibility that certain 
cases may be ona true organic basis and require carefy| 
study to determine the cause. Specific urologic and neurological 
causes should be sought and, if present, given appropriate 
therapy. Many constitutional diseases, such as hepatic disturb- 
ances, and others of a debilitating nature are associated with 
varying degrees of impotence. Generally the more obvious 
signs of the disease would be manifest, along with impotence, 
and these should help establish the cause. In such cases, appro- 
priate treatment of the general disorder should also help sexual 
function. It should also be noted that lowered sexual function 
has been observed in association with the administration of 
certain drugs, such as methantheline (Banthine). It is rare for 
the average man in this age group to suffer impotence on the 
basis of male hormone deficiency. Laboratory tests for such 
deficiency are limited, from the standpoint of clinical applica- 
tion. Determination of 17-ketosteroid may be of limited value 
if the findings are markedly low (in the region, for example, of 
less than 5 mg. per 24 hour output of urine). The fact that 
adrenal steroids make up a large part of total 17-ketosteroids 
excretion minimizes the value of this determination. Recently, 
seminal fructose analyses have been suggested as a guide to 
androgenic activity, since the secretion of fructose by the 
seminal vesicles depends on adequate stimulation of these 
accessory sex glands by male hormone. The findings of ex- 
tremely low fructose levels in the semen may help point to a 
true endocrine deficiency, particularly in the presence of other 
diagnostic data, such as low semen volume or low 17-keto- 
steroids. 

In treating these patients it is preferable to attempt stimv- 
lation of androgenic secretion by using chorionic gonado- 
trophin in doses of 500 to 1,000 I. U., two or three times a 
week for a period of four to six weeks. It has recently been 
suggested that such lipotropic substances as betaine can im- 
prove testicular hormone function indirectly on an hepatic 
basis, but this is still speculative. If stimulation of androgenic 
function proves unsuccessful, substitution therapy with any 
of the potent androgens (for example, testosterone propionate, 
50 mg. intramuscularly, two or three times a week) may be 
utilized. Eunuchs or eunuchoidal persons at times may require 
higher dosages, but frequently can be maintained on less. 

It must be reiterated, however, that hormone medication in 
the vast majority of 30 to 40-year-old patients is not appro- 
priate therapy, in view of the common psychological cause 
and the fact that the patient is usually manufacturing adequate 
androgen on his own. The use of testosterone in such cases 
may only help prolong the vicious cycle involving sexual in- 
adequacy and fear of sexual inadequacy in which the patient 
already finds himself. 


ENUCLEATION OF THE EYE 
To THE Epiror:—In performing an enucleation is it advisable 
to clamp the optic nerve with a hemostat prior to cutting 
it with the scissors? 
Harmon U. Sanders, M.D., Independence, Mo. 


ANSWER.—Clamping the optic nerve with a hemostat prior 
to cutting it with the scissors helps greatly to reduce hemor- 
rhage and is a procedure that has long been employed by 
ophthalmic surgeons. When the enucleation is being performed 
because of a suspected intraocular neoplasm, such clamping 
is contraindicated, however, for in this situation one should 
remove as much of the intraorbital portion of the optic nerve 
as possible. 
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FETAL ELECTROCARDIOGRAMS 


To THE Epitor:—Sometimes during the prenatal examination, 
especially in the last trimester, the physician will hear an 
irregular fetal heart rate or one that beats regularly, skips 
a beat every 4 to 10 beats, and then beats regularly again. 
This occurs when there is no external bleeding, the patient 
is not in labor, and the uterus is perfectly soft and may 
continue for a month or so. While usually these infants 
have normal heart rates after delivery, I have heard of a 
few cases of heart block and have seen one case. Is there 
any way of telling which irregularity is significant and 
which is not? Is there any type of irregular rate under the 
above conditions that would call for termination of the 
pregnancy? Is intrauterine fetal anoxia an etiological factor, 
and what type of irregularity would be the deciding factor? 


M.D., Kentucky. 


ANSWER.—Fetal electrocardiograms can be taken from the 
body surface of the mother. In that way the nature of the 
irregularity that is heard with a stethoscope can be accurately 
determined. Fetal electrocardiograms can be taken anytime 
after the sixth month of pregnancy, and they should be fairly 
easy to obtain in the last month of pregnancy when the fetal 
heartbeat can be easily heard. Premature contractions would 
certainly be less significant than heart block. Intrauterine fetal 
anoxia might be a factor in heart block, and in that case 
termination of the pregnancy might be feasible in order to 
save the life of the baby. In general, then, it would seem 
desirable to secure an electrocardiogram of the fetus by means 
of abdominal leads on the mother whenever irregularity is 
noted. The decision as to what is to be done can be made 
much more intelligently with this additional information. 


BOOSTER DOSES OF TYPHOID VACCINE 


To THE Epiror:—Please advise if use of booster doses of 
typhoid vaccine are effective in cases in which the interval 
since the previous injection is five or more years? If they 
are not effective, what is considered the longest safe interval 
between recall doses? Is there any antibody production inter- 
ference if typhoid and tetanus vaccine or typhoid and 
pertussis and diphtheria antigens are administered simul- 


taneously? Clifton T. Morris, M.D., Baton Rouge, La. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Ep. 


ANSWER.—If five years have elapsed since the primary im- 
munization, a recall dose of typhoid vaccine would not be 
likely to afford adequate protection. It is generally recom- 
mended that a booster dose be given every one or two years 
to insure immunity. The longest safe interval is now con- 
sidered to be about two years. Although there may be no 
interference of antibody production in combining other anti- 
gens with typhoid vaccine, it would not be prudent to adopt 
such a procedure. Both local and constitutional reactions from 
typhoid vaccine alone are not infrequently severe. 


ANSWER.—Longfellow and Luippold (Am. J. Pub. Health 
30:1311-1317, 1940) showed that, in 51 subjects who had last 
received typhoid vaccine from 2 to 20 years (apparently 
averaging about 5 to 10 years) previously, 92% had a high 
antibody level two weeks after 0.5 ml. of typhoid vaccine 
was injected subcutaneously. Siler and associates (Immuniza- 
tion to Typhoid Fever, American Journal of Hygiene, Mono- 
graphic Series, No. 17, Baltimore, Johns Hopkins Press, 1941, 
p. 132) report even better results following administration of 
0.1 ml. of typhoid vaccine intracutaneously. Similar findings 
have been reported, with several other immunizing agents, 
for example, tetanus toxoid, by Looney, Edsall, and Chasen 
(Fed. Proc. 12:452, 1953). As a result of the investigations 
of Luippold, Siler, and their associates, the United States Army 
(and subsequently all three branches of the armed forces) 
authorized immunization with a single booster dose of typhoid 
vaccine for anyone who had ever had a complete, standard 
basic series of three doses. Thus it appears entirely safe to 
use a single booster dose regardless of the interval since the 
last injection if primary immunization was once carried 
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through. However, all rules are made to be used with dis- 
cretion, and, if a physician believes that his patient will be 
subjected to excessive risk of infection, a second booster dose 
(two to three weeks after the first) would be scientifically 
justified. 

There is no confirmed evidence that typhoid, tetanus, 
pertussis, or diphtheria antigens interfere with each other 
when used in combination. Recent experimental studies sug- 
gest that this may occur under certain circumstances, but 
extensive field experience in man contradicts these findings. 
Excellent results have been obtained with the combinations 
mentioned in the inquiry above. 


MARKING THE SKIN BEFORE SURGERY 
To THE Epiror:—What method or solution may be used to 
mark the skin over varicose veins, before surgery, that will 
not disappear with scrubbing? 
William D. Fitzgerald, M.D., Cleveland, Miss. 


ANSWER.—A 2% aqueous solution of brilliant green painted 
on with an applicator and dried with a gauze sponge will 
withstand iodine, alcohol, or gentle scrubbing with Phisoderm 
(a sulfonated detergent). The only marking that will with- 
stand prolonged scrubbing with soap and water is scarification 
of the skin with the back of the blade. A dye such as fuchsin- 
phenol, which is used in roentgen therapy to outline the field 
of irradiation, will stay on a long time, much to the annoy- 
ance of the patient. 


PREMENSTRUAL CRAMPS WITH HYPOTENSION 

To tHE Epiror:—A woman, aged 42, has periodic severe pre- 
menstrual cramps associated with pronounced fall in arterial 
blood pressure, from 130 systolic to 80 systolic, with di- 
aphoresis and a slow pulse that is barely perceptible. At 
one time there was no radial pulse yet she was conscious. 
Ordinarily she does not perspire even with violent exercise. 
The electrocardiogram indicates normal function after at- 
tacks. The hemoglobin level is 12 gm. per 100 cc. and 
there are 3,910,000 red blood cells. The menstrual periods 
are regular, every 28 days, and of 5 days’ duration. The 
attacks have been occurring most of her life. It is not con- 
sidered feasible to give estrone (Theelin) before menstrua- 
tion because of upsetting the menstrual cycle. The chest 
roentgenogram reveals no abnormalities. Can you help make 
a diagnosis or suggest preventive measures? No abnormali- 
ties were found on pelvic examination. _M_D., Indiana. 


ANSWER.—The consultant knows of no rational explana- 
tion, at least on an endocrine basis, of such a syndrome in 
association with menstruation. The fact that the patient has 
had these attacks most of her life would indicate that they 
are not serious, and it would seem difficult to exclude a 
hysterical etiology. As the patient is now 42, one would prob- 
ably prefer to continue with the symptomatic treatment. that 
she has had for many years in the hope that the attacks will 
cease with the menopause, rather than to induce the latter 
with irradiation and thereby run the risk of adding severe 
vasomotor symptoms to the clinical picture. 


PROPHYLAXIS OF OPHTHALMIA NEONATORUM 

To THE Epitor:—California has recently changed a law that 
permitted the use of only silver nitrate for ophthalmic 
prophylaxis in infants to allow the use of penicillin oint- 
ment. What are the dangers of sensitizing babies through 
the use of penicillin in the conjunctival sac? 


Elwyn H. Welch, M.D., Pomona, Calif. 


ANSWER.—A great deal of thought has been given to the 
possibility that the use of penicillin in the prophylaxis of 
ophthalmia neonatorum might produce sensitivity to future 
administration of this antibiotic. It appears to be the opinion 
of the leading allergists of the country, who have been con- 
sulted about this problem, that the chances of sensitization on 
a widespread basis from the use of penicillin are remote. In 
obstetric clinics in which penicillin has been used for prophy- 
lactic purposes over a period of several years, no evidence has 
been obtained that this practice is dangerous. 
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HYPERTENSION DURING 
TRANSURETHRAL RESECTION 


To THE Epitor:—Doubiless you have received several com- 
munications concerning the question on hypertension during 
transurethral resection in THE JouRNAL, Aug. 15, 1953, 
page 1581. I am not aware that hypertension has occurred 
as a result of hemolysis. For several years we have studied 
the phenomenon of hemolysis in connection with trans- 
urethral prostatic resection and have never encountered any 
cases in which hypertension was attributed to this accident. 
In the answer published in THE JouRNAL, there was no 
mention of the occasional case of hypertension resulting 
from the use of ephedrine, which often is given in con- 
junction with spinal anesthesia for the performance of this 
operation. We have encountered this phenomenon, and in 
one instance alarming hypertension with associated pul- 
monary edema and nearly fatal outcome occurred. 

The statement in the published answer that hemolysis can 
usually be prevented by the use of an isotonic sodium 
chloride solution for distending the bladder during resection 
is correct only insofar as the avoidance of hemolysis is 
concerned (see correction in THE JOURNAL, Aug. 29, 1953, 
page 1724). The sodium chloride would very effectively 
prevent the operation of high frequency current either for 
cutting or for coagulating of bleeding points. Most urologists 
who wish to avoid hemolysis have found the use of glucose 
solution, as recommended by Creevy, or the use of glycine 
solution, as recommended by Nesbit and Glickman, to be 
satisfactory. Neither of these solutions is an electrolyte, and 
neither interferes with the satisfactory use of high frequency 


currents, 


Reed M. Nesbit, M.D. 
University Hospital 
Ann Arbor, Mich. 





POSTHERPETIC NEURALGIA 


To THE Epitor:—ZJn Queries and Minor Notes (THE JouRNAL, 
Sept. 26, 1953, page 456) an inquiry regarding the proper 
treatment for chronic neuralgia that follows herpes zoster 
was answered with suggestions of posterior root section, 
chordotomy, sympathectomy, or removal or undercutting 
of the involved skin. Simple chemical interruption of the 
sympathetics and/or somatic nerves supplying the painful 
area with local anesthetic solutions by paravertebral nerve 
block will provide relief for some of these patients in a 
rather dramatic manner. This procedure is much simpler 
and more practical than the surgical procedures mentioned 
and deserves trial prior to consideration of the others. 


J. Eugene Ruben, M.D. 
2008 Walnut St. 
Philadelphia 3. 


VEIS-CLAUS OPERATION FOR DACRYOCYSTITIS 

To THE Epiror:—Jn THE JouRNAL, Nov. 7, 1953, page 991, the 
answer to a query on resistant, purulent dacryocystitis does 
not mention the Veis-Claus operation. This operation has 
been extensively employed in Europe with a high percentage 
of satisfactory results (Kirschner, M.; Lautenschlager, A., 
and Kleinschmidt, O.: Operative Surgery: The Ear, Air 
Passages and Neck, Philadelphia, J. B. Lippincott Company, 
1937, pp. 98-100; Veis, J.: Arch. f. Laryng. u. Rhin. 34:84- 
86, 1921; Claus, H.: Beitr. z. Anat., Physiol., Path. u. 
Therap. d. Ohres 26:/2/-124 [Nov.] 1927). 1 described this 
operation in 1946 (Arch. Otolaryng. 43:344-356 [April] 
1946). 

In this country it has not been given the trial it de- 
serves, judging from the literature. Its advantages are as 
follows: 1. it does not sacrifice normal tissues. 2. It is not 
complicated and is readily executed. 3. It is devoid of danger 
and is comparatively free from complications. 4. It is 
applicable to most, if not all, cases, irrespective of anatomic 
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abnormalities. 5. It can be performed under direct vision, 
6. It establishes wide communication between the lacrimal 
sac and the nasal cavity. 7. It does not damage the mus- 
culature of the lids. 8. It offers the best chances of success, 
9. Last but not least, it does not necessitate an external 
incision. 

George D. Wolf, M.D. 

1075 Park Ave. 


New York 28. 


POLYCYSTIC RENAL DISEASE 
To THE Epitror:—ZIn. the Nov. 7, 1953, JOURNAL, page 992, a 


query appears regarding polycystic disease in infancy. Ob- 
servers have noted a bimodal curve with respect to the time 
of death of persons in whom a diagnosis of polycystic dis- 
ease was made. Ferguson (Proc. Roy. Soc. Med. 42:806- 
814 [Oct.] 1949) has written on this subject and has sug- 
gested that polycystic disease of the kidney in infants may 
represent a recessive genetic condition as contrasted to the 
well-known dominant genetic pattern of the disease in 

' adults. He points out that cases of “infantile” and “adult” 
polycystic disease do not occur in the same family. The case 
referred to in the query, with two affected siblings, would 
be in line with the idea of recessive inheritance and, as such, 
the parents could expect any subsequent child to have a 
l-in-4 chance of having the same abnormality. 


Ray C. Anderson, M.D., Ph.D. 
University of Minnesota 

The Dight Institute for Human Genetics 
Minneapolis 14. 


HYPERTENSION 
To THE Epiror:—IJn the reply to the query in THE JOURNAL, 


Nov. 21, 1953, about hypertension in a 25-year-old woman 
known to have had hypertension since the age of 14 with 
persistent proteinuria but no detectable impairment of renal 
function, no mention is made of the diagnostic possibility 
of coarctation of the aorta nor that of orthostatic albu- 
minuria. It is possible, but decidedly improbable, that hyper- 
tensive arterial disease of 10 years’ duration occurring so 
early in life did not progress rapidly to irrevocable arterio- 
sclerosis and renal or cardiac failure. Coarctation of the 
aorta may produce severe hypertension in the arms with 
little or no evidence of cardiac strain or impairment of the 
renal and/or cerebral circulation. Such hypertension in the 
upper extremities is not progressive. Anomalies of the renal 
vessels are not unusual and the coincidence of two vascular 
anomalies quite possible. Both coarctation of the aorta and 
orthostatic albuminuria should be ruled out before such a 
violently reacting medication as hydralazine is applied. 


Edward J. Stieglitz 
1726 Eye St., N.W. 
Washington 6, D. C. 


REMOVAL OF PERMANGANATE STAINS 

To tHe Epitor:—It is not necessary to use the strong and 
dangerous acids you advised in THE JouRNAL, Sept. 19, 
1953, page 258. A 20% sodium bisulfite (or sodium meta- 
bisulfite) solution with a few drops hydrochloric acid will 
remove permanganate stains. Oxalic acid as advised in THE 
JourNaL, Oct. 31, 1953, page 894, does not help for old 


stains. 
Sven Andersson 


Apoteket Falken 
Jarnvagsgatan 10 
Orebro, Sweden 















